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The introduction of the tuberculin test by Pirquet nearly twenty-five 
years ago marked the beginning of an extensive research on the ques- 
tion as to whether or not the skin of persons afflicted with certain infec- 
tious diseases develops an allergic hypersensitiveness to the infective 
agent, and whether this phenomenon -may be utilized in diagnosis. 
Mallein, typhoidin and streptothricin are examples of a group of prepa- 
rations devised for the detection of this property that have become 
useful aids in diagnosis. Of more doubtful utility is luetin, the subject 
of this report. 

Even before the cause of syphilis was known, certain investigators, 
notably Finger and Landsteiner,’ had sought, but with indifferent results, 
to elicit a cutaneous reaction in this disease, using some syphilitic organ 
as a grafting material. Following the discovery of Spirochaeta pallida, 
Neisser,? in 1908, took up the serious study of a cutireaction in syphilis. 
Tedeschi,* reporting in the same year, was apparently the first to attempt 
its actual trial, employing aqueous extracts of chancres. From that time 
to the present day this intriguing problem has engaged the attention of 
investigators the world over, and there is still wide disagreement con- 
cerning the value of this reaction in diagnosis, though for the most part 
it has fallen into disrepute and found no general application. 


* Submitted for publication, Jan. 19, 1931. 

*From the clinic of Dr. Jay F. Schamberg and the Research Institute of 
Cutaneous Medicine. 

* Abridgement of a thesis accepted by the faculty of Dermatology-Syphilology 
in the Graduate School of Medicine of the University of Pennsylvania in partial 
fulfilment of the requirements for the degree of Master of Medical Science in 
Dermatology-Syphilology. 

* The Council on Pharmacy and Chemistry of the American Medical Asso- 
ciation has had luetin under consideration and advises that the routine use of it 
is not to be recommended as yet because of insufficient evidence for its value 
and safety and that experimental work is required before its general use is to 
be recommended. 

1. Finger and Landsteiner, quoted by Noguchi (footnote 11) and Hollander 
(footnote 88). 

2. Neisser, quoted by Noguchi (footnote 11). 

Tedeschi, E.: Fenomeni di allergia nei sifilitici; cutireazione sifilitica? 
Gazz. d. osp. 29:620, 1908; Ueber Kutis- und Ophthalmoreaktion bei Syphilis, 
Munchen. med Wehnschr. 55:2200, 1908. 
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REVIEW OF THE LITERATURE 


In 1909, Meirowsky* secured positive reactions in the skin of 
syphilitic patients with an extract of syphilitic liver, but discounted their 
practical value on observing that they could likewise be elicited in non- 
syphilitic patients. Shortly afterward, Ciuffo,® using glycerin extracts 
of congenitally syphilitic organs, obtained more marked reactions in 
healthy than in syphilitic persons. In 1910, Nicolas and his co-workers ° 
claimed to have achieved favorable results with a concentrated glycerin 
extract of liver rich in spirochetes, but Bertin and Bruyant* reported 
opposite results. Neisser and Bruck * asserted that they could produce 
a similar reaction by employing a concentrated extract of normal liver. 
Fontana,’ repeating the different methods reported, concluded that the 
results, being neither constant nor specific, could not compare with 
the Wassermann test of the blood. 

Thus while in some respects encouraging, the pioneer attempts to 
induce a satisfactory cutaneous reaction by using extracts of syphilitic 
tissue were not uniformly successful. Much of the work was done 
without adequate controls. However, from these experiments it became 
evident that a strong exanthematic reaction was often to be seen in 
syphilis, especially in the later stages, and despite the conflicting reports 
the general results of the early work seemed to indicate that the subject 
had possibilities. 

Both Neisser and Pirquet predicted that it would be possible to 
develop a skin test for the diagnosis of syphilis as soon as the organisms 
could be obtained in pure culture. It remained for Noguchi to present 
convincing evidence that he had really cultivated virulent Spirochaeta 
pallida on artificial mediums, though his claim is disputed in many 
quarters today, Kolmer *° and other careful workers having been unable 


4. Meirowsky, E.: Ueber die diagnostiche und spezifische Bedeutung der 
von Pirquetschen Hautreaktion, Arch. f. Dermat. u. Syph. 94:335, 1909. 

5. Ciuffo, G.: Tentativi di cuti ed oftalmo-reazione nella sifilide, Gior. ital. 
d. mal. ven. 44:170, 1909. 

6. Nicolas, J.; Favre, M.; Gautier, C., and Charlet, L.: Intradermoréaction 
et cutiréaction avec la syphiline chez les syphilitiques, Lyon méd. 114:621, 1910; 
Compt. rend. Soc. de biol. 68:257 (Feb. 12) 1910. 

7. Bertin, E., and Bruyant, L.: Essais infructueux de cutiréactions dans la 
syphilis avec les extraits de foie hérédo-syphilitique, Compt. rend. Soc. de biol. 
68:579 (April 9) 1910. 

8. Neisser and Bruck, quoted by Wolfson, J. M.: The Cutaneous Reaction 
of Syphilis, Bull. Johns Hopkins Hosp. 33:223 (Aug.) 1912. 

9. Fontana, A.: Sulla diagnosis della sifilide mediante la intradermoreazione, 
Gazz. d. osp. 32:1259, 1911; Ueber die Diagnose der Lues durch die Intradermo- 
reaktion, Dermat. Wchnschr. 54:109 (Jan.) 1912. 

10. Kast, Clara C., and Kolmer, J. A.: Concerning the Cultivation of Spiro- 
cheta Pallida, Am. J. Syph. 13:419, 1929. 








GANDY—DERMOLUETIN REACTION IN SYPHILIS 939 


to duplicate his work. At any rate, Noguchi, in 1911, prepared an 
extract of killed cultures of several strains of his alleged Spirochaeta 
pallida grown on solid mediums and ground in a mortar. An extract 
of the culture medium alone was prepared for use as a control. He 
named this preparation luetin. 

After several hundred tests, Noguchi claimed to have demonstrated 
that the reaction produced by the intracutaneous injection of his luetin 
bore a distinct relation to the age of the infection and to the treatment 
received. In untreated primary and secondary syphilis the result was 
generally negative, while in secondary syphilis treated with arsphenamine 
the reaction was positive in more than 70 per cent, and in tertiary and 
congenital syphilis it was intense and almost 100 per cent positive. 
As compared with the Wassermann reaction, a positive luetin reaction 
appeared later in the early stages and was less influenced by treatment ; 
it would often remain positive after the Wassermann reaction had 
become negative. In his hands, the test was negative in normal persons. 

Quantities of luetin were furnished clinicians here and abroad for 
experimental use, and reports soon began to appear. Cohen,’* working 
with interstitial keratitis, corroborated Noguchi’s observations in their 
main features, and affirmed that the test was a great aid in diagnosis 
when the clinical symptoms or serologic evidence were indecisive. 
Ziegel ** declared that whereas the tuberculin test of Pirquet gave more 
than 50 per cent of positive reactions in nontuberculous persons, the 
luetin test was not open to the same criticism, as it gave constantly nega- 
tive results in both adults and children who were clinically and sero- 
logically nonsyphilitic, and could therefore be accepted as having 
considerable negative value. 

Gradwohl,'* in a comparative study of the results of the test with 
the Wassermann reaction of the blood, concluded that it was valuable 


11. Noguchi, Hideyo: A Cutaneous Reaction in Syphilis, J. Exper. Med. 
14:557, 1911; Hautallergie bei Syphilis; ihre diagnostische und prognostische 
Bedeutung, Miinchen. med. Wchnschr. 45:2372, 1911; Experimental Research in 
Syphilis with Especial Reference to Spirochaeta Pallida, J. A. M. A. 58:1163 
(April 20) 1912; La luétin-reaction, Extrait de la Presse méd. 21:757 (Sept. 
17) 1913; Practical Application of the Luetin Test, New York M. J. 100:349 
Aug. 22) 1914; Laboratory Diagnosis of Syphilis, New York, Paul B. Hoeber, 
Inc., 1923. 

12. Cohen, M.: Noguchi’s Cutaneous Luetin Reaction and its Application in 
Ophthalmology, Arch. f. Ophth. 41:8, 1912. 

13. Ziegel, H. F. L.: Practical Value of Noguchi’s Luetin Reaction, Arch. 
Int. Med. 9:520 (April) 1912; Noguchi’s Luetin Reaction; a Brief Description 
and Estimation of Its Practical Value, Med. Rec. 81:290 (Feb. 10) 1912. 

14. Gradwohl, R. B.: The Luetin Test for Syphilis, M. Rec. 91:973 (May 


25) 1912. 
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in late syphilis. Robinson ** held that although the luetin reaction was 
negative in untreated patients with secondary syphilis, it was often posi- 
tive in those who had had treatment, and that in cases of tertiary, latent 
and congenital syphilis it was more constant than the Wassermann 
reaction of the blood. Bellatoni?® concurred in this opinion. 

Wolfson,’* after a study of 100 patients, stated that the result of 
his experience, as well as that of previous workers, substantiated the 
specificity of the luetin reaction; he argued that intensive antisyphilitic 
treatment in the later stages might produce a negative luetin reaction, 
which, after an interval in which treatment was withdrawn, might 
become positive. Three months later this author ** reported that in 
a total of 900 tests he had found the luetin reaction specific and valuable 
in treated patients with secondary, congenital and late syphilis. 

Kaliski,*® in an experience with 315 patients, found that the test 
was of little value in primary and secondary syphilis but that it gave 
95 per cent positive results in late syphilis, and was valuable in cere- 
brospinal syphilis. Pusey *° described the test as a worthy supplement 
to the Wassermann test of the blood, having obtained 50 per cent positive 
reactions in late syphilis, some of the patients having negative Wasser- 
mann reactions. Brown *! performed the test on 30 patients with con- 
genital syphilis of whom 26 had positive reactions and on 100 normal 
controls of which 96 had negative reactions, and observed that the luetin 
reaction corresponded with the Wasserman reaction of the blood; that 
is, it became negative at or about the same time. 

Benedek ** regarded luetin as valuable in the treatment of dementia 
paralytica. Geber,** investigating 160 patients, determined that it was 
specific in late syphilis and often positive in cases in which the Wasser- 
mann reaction was negative. Fagiuoli and Fisichella ** found that the 


15. Robinson, D. O.: Diagnostic Value of the Noguchi Luetin Reaction in 


. Dermatology, J. Cutan. Dis. 30:410, 1912. 


16. Bellatoni, R.: La diagnosi moderna della sifilide sierodiagnosi e cutireazione, 
Gazz. d. osp. 33:564 (May 5) 1912. 

17. Wolfson, J. M.: The Cutaneous Reaction in Syphilis, J. A. M. A. 60:1855 
(June 14), 1913; The Cutaneous Reaction of Syphilis (Luetin Reaction), 
California State J. Med. 11:365, 1913. 

18. Wolfson (footnote 17, second reference). 

19. Kaliski, D. J.: The Luetin Skin Reaction in Syphilis, New York M.J. 
98:24 (July 5) 1913. 

20. Pusey, W. A.: The Luetin Reaction, Am. J. M. Sc. 146:504, 1913. 

21. Brown, A.: The Luetin Reaction in Infancy, Am. J. Dis. Child. 6:171 
(Sept.) 1913. 

22. Benedek, L.: Ueber Hautreaktion mit Noguchi’s Luetin bei Paralytikern, 
Miinchen. med. Wchnschr. 60:2033, 1913. 

23. Geber, J.: Der klinische Wert der diagnostischen intracutanen Reaktion 
mit Spirochatenextrakt, abstr., Arch. f. Dermat, u. Syph. 117:147, 1913. 

24. Fagiuoli, A., and Fisichella, V.: Ueber die Cutanreaktion von Noguchi 
bei Syphilis, Berl. klin. Wcehnschr. 50:1811, 1913; ibid. 51:449, 1914. 
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results obtained from the use of luetin supported the Wassermann 
records in 45 syphilitic patients, and that its use in 45 control patients 
gave negative results in each instance, and in a later report these 
authors 2° averred that the highest percentages of positive reactions 
were obtained in latent syphilis and in parasyphilis. Schmitter *° 
asserted that the serologic and clinical observations and those made 
during the luetin test paralleled one another, and that the luetin test 
was a valuable diagnostic method when properly interpreted. 

Tzank and Alcock ** declared luetin to be of highest efficacy in 
cases of latent and tertiary syphilis; results of the test in such cases 
were more frequently positive than were those obtained by the Wasser- 
mann method. They considered the luetin test most efficacious also in 


congenital syphilis ; its use in such cases gave almost constantly positive 


results ; they observed further that treatment was capable of bringing out 
a positive reaction that was negative before. Joltrain ** claimed that the 
Wasserman reaction of the blood did not surpass the luetin reaction in 


8 


detecting latent or tertiary syphilis. Kafka,*® in an interesting com- 
parison, noted that persons with tabes reacted more intensely than 
did patients with dementia paralytica. 

Despite the apparent success of Noguchi’s culture luetin, a few 
investigators continued to work with organic sources. Fischer and 
Klausner *° ground up fresh lungs of congenitally syphilitic embryos, 
using similarly prepared normal tissue for controls. They called their 
preparation “pallidin” and claimed that it gave good results. Miller 
and Stein** at first employed extracts of pneumonia alba and of 
infected suprarenal glands and liver, but later substituted spirochete- 
containing lymph glands of primary and secondary syphilis, which proved 
to be better. 

In the first flush of enthusiasm for such an open sesame to the 
diagnosis of syphilis the published reports as a whole constituted a 


5. Fagiuoli and Fisichella (footnote 24, second reference). 

26. Schmitter, F.: The Luetin Test, J. Cutan. Dis. 31:549, 1913. 

27. Tzank, A., and Alcock, B.: <A propos de la luétine, Bull. Soc. franc. de 
dermat. et syph. 24:502, 1913 

28. Joltrain, M. E.: Etude sur la cutiréaction a la luétine, Bull. Soc. franc. de 
dermat. et syph. 37:507, 1913. 

29. Kafka, V.: Ueber die Anwendung der intrakutanen Luetinreaktion nach 
Noguchi in der Psychiatrie, Psychiat.-neurol. Wchnschr. 15:391, 1913-1914; Die 
Intrakutanreaktion mit Luetin nach Noguchi, Miinchen. med. Wchnschr. 60:2702. 
1913; Ueber die Luetinreaktion mit besonderer Beriicksichtigung der Spatlues 
des Zentralnervensystems, Berl. klin. Wchnschr. 52:15, 1915. 

30. Fischer, O., and Klausner, E.: Ein Beitrag zur Kutanreaktion der Syphilis, 
Wien. klin. Wehnschr. 26:49 and 973, 1913. 

31. Miiller, R., and Stein, R. O.: Kutireaktion bei Lues, Wien. klin. Wehnschr. 
26:49, 1913. 
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veritable paean of praise in which only a few discordant notes were 
sounded. In 1912, Fox ** observed suspiciously positive reactions in a 
number of nonsyphilitic persons, as did Kaliski..® In 1913, Boas and 
Ditlevsen “* were able to evoke positive reactions in patients with gonor- 
rhea. Further, they substantiated the claim of Nobl and Fluss,** Loewen- 
stein,®’ and others that identical reactions could be provoked with the 
medium in which the organisms were grown. Several observers *° 
reported positive reactions in other diseases. 

In 1914, Boas and Sttrtip ** alleged that they could duplicate the 
results of Fischer and Klausner, who had worked with an extract of 
pneumonia alba, by using an extract of chancroidal bubo. Jeanselme,** 
while obtaining positive reactions in secondary and late syphilis and in 
cerebrospinal syphilis, also noted positive reactions in supposed non- 
syphilitic persons, as did Cederkreutz.*® Burnier *® attested to the 
truth of the latter observation and declared that it was difficult to believe 
in the specificity of the reaction. Desneux *' reported negative results 
in tabes and dementia paralytica. 

But notwithstanding these warning voices, optimistic reports con- 
tinued to appear. McNeil ** felt that “it is a distinctly valuable test 
and when it is positive we are dealing with syphilis.” Grulee ** empha- 


32. Fox, H.: Experience with Noguchi’s Luetin Reaction, J. Cutan. Dis. 
30:465, 1912. 

33. Boas, H., and Ditlevsen, C.: Untersuchungen tiber Noguchis Luetin- 
reaktion, Arch. f. Dermat. u. Syph. 116:852, 1913. 

34. Nobl, G., and Fluss, K.: Zur Intrakutanreaktion bei Syphilis, Wien. klin. 
Wehnschr. 25:475, 1912. 

35. Loewenstein, A.: Die Luetinreaktion nach Noguchi bei Augenkrankheiten, 
Med. Klin. 9:410, 1913. 

36. Baermann, G., and Heinemann, H.: Die Intrakutanreaktion bei Syphilis 
und Frambosie, Miinchen. med. Wehnschr. 60:1537 (July 15) 1913. Lagane, L.. 
and Alcock, B.: Note sur l’intradermoréaction a la luétine dans la syphilis et 
quelques maladies infecticuses, Bull. et mém. Soc. méd. d. hop. de Paris 36:797 
(Dec. 12) 1913. 

37. Boas, H., and Stiirtip, J.: Untersuchungen tiber Kutanreaktionen mit 
Organextrakten bei Syphilitikern, Arch. f. Dermat. u. Syph. 120:730, 1914. 


38. Jeanselme, M. E.: De la luétine-réaction, Bull. Soc. fran¢g. de dermat. et 
syph. 25:27, 1914. 
39. Cederkreutz, A.: Noguchis Luetinreaktion, abstr., Dermat. Wehnschr. 


60:62, 1915. 


40. Burnier, M.: La cuti-réaction a la luétine, Bull. Soc. franc¢. de dermat. et 


syph. 25:31, 1914. 

41. Desneux, J.: Kutireaktion mit Luetin bei Syphilis, abstr., Dermat. Wchn- 
schr. 60:60 and 63, 1915. 

42. McNeil, H. L.: Experiences with Noguchi’s Luetin Test for Syphilis, 
J. A. M. A. 62:529 (Feb. 14) 1914. 

43. Grulee, C. G.: Laboratory Diagnosis in the Early Stages of Congenital 
Syphilis, Am. J. M. Sc. 148:688, 1914. 
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sized the fact that the reaction had an evident negative value, since it 
was negative in nonsyphilitic patients. Cannata ** observed that in 
yphilitic babies less than 1 year old the luetin reaction was negative 
in 33 per cent while the Wassermann reaction of the blood was negative 


in 68 per cent, though in older children there was a closer parallel 
between the two tests. 

Kilgore,*’ recording an experience with 120 patients, submitted as 
his belief that the luetin test was of most practical use in cases of late 
syphilis that showed a negative Wassermann reaction; he stated that up 
to that point (April 1914) over 1,500 tests had been reported by 25 
observers, the percentages of positive reactions varying as follows: ter- 
tiary and latent syphilis, from 65 to 100 per cent; congenital syphilis, 
from 10 to 96 per cent; cerebrospinal syphilis, from 30 to 80 per cent. 

By August, 1914, a large number of observations on the luetin reac- 
tion had been made, both in this country and abroad, and Noguchi *° 
summed up the statistical evidence as shown in the following tabulation, 
averaging the results of about 50 investigators: 

Type of Syphilis Percentage Positive 
Primary 
Secondary 
Tertiary dem ene 
Congenital ..... eee 70 
Cerebrospinal . aibis hak ois ine Saedihd aon 
Visceral dete 90 


Black ** used Noguchi’s luetin in a series of 624 patients, and con- 
cluded that the test was more reliable than the serologic results in the 
reported 


8 


latent and late stages of the disease. Pusey and Stillians * 
39 per cent of the reactions positive in 144 cases of late syphilis. Kep- 
pler and Herzberg *® maintained that a positive luetin reaction denoted 
the presence of syphilis, while a negative reaction suggested its absence. 


Vedder and Borden *° made a comparative study of the Wassermann 


44. Cannata, S.: La reazione alla luetina del Noguchi nell’eredo-sifilide, 
Pediatria 22:481, 1914. 

45. Kilgore, A. R.: The Luetin Cutaneous Reaction for Syphilis, J. A. M. A. 
62:1236 (April 18) 1914. 

46. Noguchi (footnote 11, fifth reference). 

47. Black, J. H.: Luetin as an Aid in the Diagnosis of Syphilis, Texas State 

Med. 10:275, 1914-1915. 

48. Pusey, W. A., and Stillians, A. W.: Noguchi’s Luetin Test for Syphilis, 
J. Cutan. Dis. 32:560, 1914. 

49. Keppler, W., and Herzberg, E.: Die diagnostische Bedeutung des ,,Luetins“ 
unter besonderer Berticksichtigung der dem Chirurgen zufallenden Erkrankungs- 
former, Deutsche Ztschr. f. Chir. 180:440, 1914. 

50. Vedder, E. B., and Borden, W. B.: A Comparison of the Wassermann and 
Luetin Reactions in 744 Individuals, J. A. M. A. 68:1750 (Noy. 14) 1914. 
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and lutein reactions in 744 inmates of a home for old soldiers and found 
the former positive in about one-fifth, while the latter were positive in 
nearly one-third. 

Mattirolo and Botteselle’s *' highest positive percentage was in ter- 
tiary syphilis (45 per cent). All their controls gave negative reactions. 
Dubois ** asserted that the test was specific, that it was diagnostic in 
tertiary, congenital and malignant types of syphilis and in symptomless 
patients in whom the Wassermann reaction was negative, and that the 
reaction to luetin was a good prognostic and therapeutic guide. Perkel *° 
studied 106 patients and found that there was a proportionate rise in 
the value of the test with an increase in the duration of the infection. 
Gordon ** reported that 81 per cent of his patients with congenital 
syphilis showed positive reactions and that only one positive reaction 
was obtained among his nonsyphilitic controls. 

Irom a study of the test as applied to 200 medical patients, Hanes °° 
stated that the subjects of visceral syphilis gave positive reactions with 
great constancy, especially those with cardiovascular involvement, an 


observation corroborated by Stoll,°* Lyons * and others.** 

Define *® expressed the opinion that, in general, concordant results 
could be expected from the luetin and serum tests in late syphilis, with 
luetin excelling in treated and congenital cases. Konig °° found it of 
value in differentiating between syphilitic and nonsyphilitic cerebral 


disease. 
But in this year Sherrick® called attention to a fact that had 
been noted previously by Clausz,** namely, that patients taking potas- 
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60. Konig, H.: Ueber den Wert der Luetinreaktion im differential-diagnostis- 
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61. Sherrick, J. W.: The Effect of Potassium Iodid on the Luetin Reaction, 
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Wehnschr. 61:1933, 1914. 
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sium iodide gave a positive luetin reaction irrespective of the presence 
syphilis, an observation subsequently confirmed by Kolmer and his 
co-workers,’ Lyons “* and others.*® 

When one considers the widespread use of the iodine group of 
drugs, in other diseases as well as in syphilis, one feels that this impor- 
tant discovery really invalidated all the prior literature on the subject, 
for the whole experience would have to undergo revision in order that 
statistics might be obtained on the patients who had been treated with 
iodine. 

Farr °° had noted that inunctions of mercury exerted an apparently 
similar influence, but Sherrick’s communication served to focus atten- 
tion on the nonspecific phase, and the list of substances capable of 
engendering a reaction indistinguishable from the luetin reaction has 
been augmented from time to time. It includes sodium glycocholate,” 
emulsions of normal and of pathologic skin,®* agar,®°® bromides and 
potassium nitrate,’® thyroid,’ gelatin,’* starch and a variety of other 
substances, 

Such doubt was cast on the specificity of Noguchi’s culture luetin 
reaction by these studies that the majority of its advocates became 
skeptical, and there is a paucity of reports after 1917, as compared 
with earlier years. Most of these are attempts to discredit the test, 
though a faithful few still insisted on its innate worth. 
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24:589 (June) 1917. 

72. Busacca, A.: Ueber eine neue intrakutane Reaktion bei Syphilis, Wien. 

Wehnschr. 35:523, 1922. 
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DeBuys and Langford,"* studying the results in 80 children and 
comparing them with determinations of the Wassermann reaction of 
the blood, felt warranted in concluding that the luetin reaction was 
superior, but Churchill and Austin,** in the same issue of the sam 


journal, expressed a dissentient view, declaring that although they had 


carefully followed written directions from Noguchi, the luetin test had 
been of little diagnostic worth in their hands. 

Fletcher,*® recording an experience with 109 Chinese coolies, con 
sidered the test specific but was unable to approach Noguchi’s high 
percentages of positive reactions. DeNapoli*® remarked that ther 
were too many discrepancies between the tests of the skin and of the 
blood. Meyers ** reported a series of 168 subjects, and contended that 
in congenital infections the luetin reaction surpassed the Wassermann 
reaction of the blood in truthworthiness, being at least 65 per cent effi 
cient in this type of syphilis. 

After the year 1920 comparatively little was heard of the culture 
luetin test as developed by Noguchi. Noguchi ** himself, however, in 
1923 reiterated his original claims concerning the reliability of the test, 
and Herb ** in the same year defended it and later *° laid down cer- 
tain rules that he insisted must be followed to insure satisfactory results. 

In 1922, Kolmer and Greenbaum,*! working with a saline suspen 
sion of Noguchi cultures of alleged Spirochaeta pallida, found that reac- 
tions produced by this preparation and the control were almost identical 
in degree and extent, and questioned whether true cutaneous allergy 
to culture luetin actually exists. This work was later repeated and the 

73. DeBuys, L. R., and Langford, J. A.: A Comparative Study of the Luetin 
and Wassermann Reactions in Infancy and Childhood, Am. J. Dis. Child. 12:387 
(Oct.) 1916. 

74. Churchill, F. S., and Austin, R. S.: Frequency of Hereditary Syphilis, 
Am. J. Dis. Child. 12:355 (Oct.) 1916. 

75. Fletcher, W.: The Luetin Reaction in Syphilis, Lancet 2:710 (Oct. 21) 
1916. 

76. de Napoli, F.: Sul valore diagnostico della luetina di Noguchi nella sifilide, 
Policlinico (sez. med.) 25:193 (July) 1918. 

77. Meyers, A. E.: The Value of Luetin in an Outpatient Department, Arch. 
Pediat. 37:223 (April) 1920. 

78. Noguchi (footnote 11, sixth reference). 

79. Herb, F.: The Significance of the Luetin Reaction, as Related to a Better 
Diagnosis and Treatment of Syphilis, Urol. & Cutan. Rev. 27:153 (March) 1923; 
The Influence of the Technic upon the Specificity of the Luetin Reaction, Illinois 
M. J. 45:53 (Jan.) 1924. 

80. Herb (footnote 79, second reference). 

81. Kolmer, J. A., and Greenbaum, S. S.: Cutaneous Allergy in Syphilis, with 
Special Reference to the Luetin Reaction and the Necessity for Controls in 
Intracutaneous Tests, J. A. M. A. 79:2063 (Dec. 16) 1922. 
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29 


results were confirmed by Patton and his associates.*? In the same 


year Alderson ** compared the different luetins then available on the 


market, and observed that they yielded a far greater percentage of nega- 
tive reactions than Noguchi’s original preparation, and suggested that 
some alteration in the cuitures may have taken place. 

The difficulties and uncertainties attending the use of culture luetin 
that brought the cutaneous reaction, as a diagnostic agent in syphilis, 
to such an impasse finally led to its abandonment by certain continental 
investigators and a return to the methods that were used before Noguchi 
produced luetin. Notable among these was Busson,** who endeavored 
to perfect a satisfactory organic extract. 

Wolf,°° Hollander,*® Caesar ** and others have placed on record 
favorable experiences with Busson’s “organic luetin.” 

The most recent material to be utilized in the preparation of an 
organic extract is the experimental syphilitic granuloma of the testicles 
in rabbits, by Muller and Brandt 
this country, though the idea seems to have originated with Trossarello.*' 


88 


abroad and Kolmer and Tuft ®® in 


Convinced that the distinction drawn between extracts that were 
prepared of cultures of alleged Spirochaeta pallida and extracts of 
syphilitic tissues known to contain these spirochetes is justified, Kolmer 
and his co-workers used saline extracts of the testicles of rabbits with 
an acute syphilitic infection in the belief that this offered an improve- 
ment over other organic preparations, and tested it in a series of patients 
with the primary purpose of studying the allergic phase, without regard 
to its practical diagnostic import. They concluded from this study that 
allergic sensitization to Spirochaeta pallida does occur in syphilis, espe- 
cially in congenital syphilis, and expressed the hope that the additional 

82. Patton, H. W.; Blackford, S. D., and Smith, D. C.: Cutaneous Tests with 
Suspensions of Treponema Pallida, M. J. & Rec. 123:4, 1926. 
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84. Busson, B.: Ein Luetin Praparat, Wien. klin. Wehnschr. 37:333, 1924. 

85. Wolf, M.: Ueber das Organluetin (Busson) als Diagnostikum und 
Therapeutikum in der Praxis, Wien. med. Wehnschr. 77:199 (Feb. 5) 1927. 

86. Hollander, L.: Organic Luetin, Arch. Dermat. & Syph. 17:797 (June) 
1928. 

87. Caesar, J.: Luetische Hautreaktion: Versuche mit Luetin Busson, abstr.. 
Zentralbl. f. Haut- u. Geschlectskr. 31:101, 1929 

88. Miller and Brandt, quoted by Stein, R. O.: Urol. & Cutan. Rev. 34:65 

Jan.) 1930. 

89. Kolmer, J. A., and Tuft, L.: A Study of Luetin Prepared of Syphilitic 
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90. Trossarello, M.: Intradermoreaktion bei Lues durch Extrakt aus skrotalen 


Syphilomen von Kaninchen (Treponemina), abstr., Dermat. Wehnschr. 60:58, 
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refinement of greater concentration might enhance the value of the 
product as an instrument of diagnosis. 


EXPERIMENTAL DATA 
The following report is based on the application of the Kolmer 
organic luetin test to more than 200 syphilitic patients, used in a routine 
manner, as they presented themselves at the clinic of Dr. Jay F. 
Schamberg, at all ages, in all stages of the disease, and with and with- 


out treatment. Of more than 250 patients tested, 204 were considered 
to have sufficiently complete records to justify their entry into the final 


protocol. 


Preparation of Material—Kolmer prepared his material from the testicles of 
rabbits with an acute syphilitic infection, adding to each gram of the pulverized 
tissue 9 cc. of sterile saline solution and 1 cc. of 5 per cent phenol. In order to 
obtain a richer extract, this method was modified so that the resultant emulsion 
was approximately four times more concentrated, and showed from 8 to 15 non- 
motile spirochetes per dark field. Control extracts made from the testicles of 
normal rabbits were prepared in the same manner.®! 

Technic—The region selected as the most suitable for the injection was the 
flexor aspect of the forearm, midway between the elbow and the wrist, the luetin 
extract being injected about 2 inches below the control site. Tuberculin syringes 
were used, and the dose given all patients was 0.1 cc. of each solution. The actual 
technic differed in no respect from that of intracutaneous injections in general. 

Controls——In order to establish controls, the test was performed on 25 patients 
in the charity wards of the Hospital of the Graduate School of Medicine in whom 
syphilis was known to be absent. The resultant reaction in every instance con- 
sisted of a faint erythematous area or a small red papule, neither exceeding 5 mm. 
in diameter, and equal in both luetin and control sites. 

Reaction——The typical positive reaction possessed two essential attributes, 
namely, a pea-sized area of swelling surrounding the site of injection, palpable to 
the touch and often tender, and encircling this an intense red halo from 5 to 20 mm. 
in diameter, roughly oval and usually sharply defined. The relative degrees of 
these two features varied in different patients. Realizing that the interpretation 
of reactions is rather arbitrary, all equivocal responses were regarded as negative. 

It was found that in the majority of instances the maximum change had 
occurred forty-eight hours after the injection, and though many patients were 
seen at both earlier and later periods in addition, all reactions were examined 
at this time. Many of the positive reactions were observed to persist for some 
days or even weeks. 

Results ——In the first group of 10 patients with primary or secondary 
syphilis, only 1 yielded a positive reaction, an incidence of 10 per cent. 

The second group embraced 140 persons suffering from so-called 
“latent” and late forms of syphilis. For the most part these were patients 
in whom the presence of the infection had been discovered accidentally 


91. Dr. George W. Raiziss and Dr. M. Severac prepared and furnished the 


material 
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after some standing, through the application of a routine Kolmer-Was- 
sermann test, history and examination in other departments for other 
complaints, social service follow-up, etc. Of this number, 92 
negative reactions to the test and 48 positive, an incidence of 3 
per cent, 

The third group comprised 54 subjects of congenital syphilis. A 
negative reaction occurred in 37 and a positive reaction in 17, an 


incidence of 31.1 per cent. 











Fig. 1—Appearance of skin forty-eight hours after test; the control is shown 
above and luetin reaction below. 


> Effect of Treatment on the Reaction of the Serum and the Reaction of the 
Skin to Luetin in Late, Latent and Congenital Syphilis 


Wassermann- 
No. of Kahn Luetin No. of 
Group Cases Reaction Reaction Cases Percentag: 


(1) No treatment 39 ~+- - 13 33.0 
— - 0 0 

25 64.0 
0 0 


(2) Moderate 


(3) Intensive treatment... 


Of 7 patients with cerebrospinal syphilis, 5 gave negative reactions 
and 2 positive, an incidence of 28.5 per cent, while only 1 of 9 
patients with cardiovascular syphilis gave a positive reaction, an 
incidence of 11.1 per cent. 

Among the 48 patients with latent and late syphilis with a positive 
reaction to luetin, the serums of 35 gave a positive reaction, 3 doubt- 
ful and 10 negative. This is an incidence of 22.2 per cent of patients 
in whom the reaction of the serum was negative and to luetin, positive. 
(If the 3 patients with doubtful reactions are included the percentage 
rises to 28.8.) 

In the group of 17 persons with congenital syphilis who gave posi- 


4 


tive reactions to luetin, the following results were obtained with the 
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serum: 12 positive; 4 negative. This is an incidence of 25 per cent 
of patients whose serums were negative and who gave positive reac- 
tions to luetin. (If the 1 doubtful case is included, the percentage rises 
to 31.2.) 

The data compiled in the table afford opportunity for a general 
appraisal of the effect of treatment on both serum and luetin reactions. 
The patients in the late and latent and congenital categories were arbi- 
trarily lumped together and divided into three groups, according to the 
status of the treatment. All those who had been given up to a dozen 
injections of one or more of the conventional antisyphilitic remedies 
were regarded as having had moderate treatment, and those who had 
received beyond that amount were classed as having been under 
intensive treatment. The results of both the Kolmer-Wassermann and 
the Kahn tests were available on all patients, and the result was counted 
as positive even though one test was negative. 

Examination of these figures reveals several interesting facts, as 


follows: 1. The reaction to luetin exhibited a tendency to remain 


No treatment 97% 


Moderate treatment 78% 


Intensive treatment 64% 


Fig. 2.—Showing the reduction of serum positivity under treatment. 


positive after the serologic reactions had become negative. 2. Treat- 
ment appeared to bring out the reaction to luetin. 3. The combination 
of a serum with a negative reaction and a skin that gave a positive 
reaction to luetin increased from 0.0 to 8.6 to 10.3 per cent under the 


influence of treatment. 4. Negativity to both tests rose from 
0.0 to 13 to 26 per cent, respectively, in the three groups. 


SUMMARY 

The literature on the subject of luetin has been reviewed. 

A study of an improved organic luetin prepared from the acute 
syphilitic granulomas of rabbit testicles was made in 204 patients with 
syphilis. The patients were of all ages and in all stages of the disease ; 
some had received treatment and some had not. 

The positive reactions obtained were as follows: primary and sec- 
ondary syphilis (10 patients), 10 per cent; late and latent syphilis (140 
patients ), 34.2 per cent ; congenital syphilis (54 patients), 31.1 per cent; 
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cerebrospinal syphilis (7 patients), 28.5 per cent; cardiovascular 
syphilis (9 patients ), 11.1 per cent. 

In addition, it was found that in the group of 48 patients with 
late and latent syphilis who gave positive reactions to luetin, the serums 
of 22.2 per cent gave negative reactions; in the group of 17 patients 
with congenital syphilis, this percentage was 25. 

It was further found that treatment tended to reduce the serologic 
reaction to negative before the luetin reaction, and that the combination 
of a negative serologic reaction and a positive reaction to luetin, and 
particularly negativity to both tests, rose steadily during treatment. 


No treatment 33% 


Moderate treatment 27.6% 


Intensive treatment or 36.3% 


Fig. 3—Showing the tendency of treatment to bring out the luetin reaction 





No treatment 0% 


Moderate treatment 13% 


Intensive treatment 


Fig. 4—Showing the rise in negativity to both serum and luetin reactions 
under treatment. 


COMMENT 

Despite the failure of the luetin test to measure up to expectations, 
the idea has persisted that the principles on which the luetin reaction 
rests are scientifically sound. While a storm of controversy has raged 
around the specificity of this phenomenon, and no one is in a position to 
speak ex cathedra on the subject, yet when one considers the results 
that have been achieved with both culture and organic extracts it is 
difficult to escape the conclusion that it is apparently not (at least not 
solely) the specific organism that determines the reaction, but a 
peculiarity of the skin that may occasionally be found in normal persons 
but is seen in its most characteristic manifestation in the later stages of 
syphilis. 
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The criticism leveled at the luetin test has doubtless not been alto- 
gether warranted. It seems to have been reasonably well established 
that the reaction is, for all practical purposes, negative in normal and 
in nonsyphilitic persons. The influence of iodides, the pseudoreactions, 
and the lack of improvement and standardization, while legitimate objec- 
tions, have nevertheless been permitted to outweigh its inherent virtues 
It is to be deplored that although the complement-fixation test has been 
greatly improved through the years, the luetin test, despite the fact 
that Noguchi pointed out the need for developing it further, has made 
comparatively little advance. 

The question of specificity is really no more valid as an argument 
against the practical application of the luetin test than of the Wasser- 
mann test. After all, is not the luetin reaction dependent on a less 
variable factor than is the Wassermann reaction? 

The two are based on radically different factors. One is due to 
antibodies, which develop early, and the other to allergy, which develops 
late. The theoretical reflection that one would not expect to find the 
cutaneous hypersensitiveness responsible for the luetin reaction in 


early syphilis, because the interaction between parasite and host has not 


proceeded far enough to produce sensitization, is verified by accumu- 
lated experience. 

The value of the luetin test has usually been interpreted in the light 
of reactions to the Wassermann test. Contrasting of the two often 
shows the luetin test to a disadvantage which is more apparent than 
real. Alone, each supplies but a limited truth; together, one fortifies 
the other. Though often mutually corroborative, they are never com- 
petitive, and there is no incongruity in finding a positive luetin reaction 
in a patient who presents negative Wassermann credentials. In the 
majority of instances one or the other reaction will be positive, but even 
though both are negative, syphilis, of course, is not excluded. 

Noguchi held that a positive Wasserman and a negative luetin reac- 
tion in the later stages of syphilis was indicative of a bad prognosis, 
and advanced the hypothesis that the disappearance of the luetin reac- 
tion under treatment probably meant that the patient was cured. 

The data in the table and in figures 2, 3 and 4 show clearly that 
the condition of allergy tends to persist longer than the Wassermann 
antibody, and that treatment tends to bring out the luetin reaction. 
They further show that negativity to both tests increases in direct 
proportion to the amount of treatment, and negative results should be 
highly significant. It is worthy of note that of 155 treated patients 
14 had been “cured” serologically but not according to the luetin 
standard. Certainly this suggests that the luetin reaction is a better 
indicator of complete sterilization than the serum reactions. 
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While no pretense is made of formulating a definite criterion of 
prognosis, it is suggested that the improved organic luetin herein 
described may be of some service as a guide to treatment in selected 
patients. For example, all other things being equal, the occurrence of a 
distinctly positive reaction in a patient in whom a positive Wassermann 
reaction has been reduced to negative by treatment probably refutes the 
assumption that the infection has been exterminated, and it is reasonable 
to infer that the patient is still capable of deriving benefit from 


treatment. 

It should be borne in mind that in a study of this kind one measures 
the test with a practical rather than a scientific yardstick. The number 
of patients in the cerebrospinal and cardiovascular groups is too small 


to justify emphatic conclusions. But any test that yields a positive result 
in about one third of 194 patients with late, latent and congenital syph- 
ilis, for the most part asymptomatic, and about one fourth of these 
in spite of negative serologic reactions, is deserving of consideration. 

It is precisely in this field of syphilis, the latent phase, both con- 
genital and acquired—in which the disease lies concealed below the 
threshold of attention, and in which serologic evidence is so often 
lacking—that other diagnostic auxilaries are most urgently needed, and 
from the results of this study it would appear that the improved organic 
luetin which has been described, when employed in suitable patients and 
with proper safeguards, is worthy of trial. 


1017 Medical Arts Building. 








THE PATHOLOGY OF THE YELLOWING 
DERMATOSES 


I. NONXANTHOMATOUS (JAUNDICE, CAROTINEMIA, BLOOD PIGMEN- 
TATION, MELANIN, COLLOID DEGENERATION AND 
ELASTIC DEGENERATION) * 


FRED D. WEIDMAN, M.D. 


PHILADELPHIA 


To group a number of otherwise dissimilar dermatoses under a 
solitary character such as color and at the same time to discuss them 
from the standpoint of pathology properly require explanation. Ordi- 
narily, to occupy the sacred precincts of pathology and revolve around 
a single item, such as color, might well be criticized as being, if not 
sacrilegious, in bad form, or at least of a low order of appreciation of 
the premises. The particular color in this case, yellow, is an outstand- 
ing and comparatively distinctive cne when present in a dermatosis— 
there is little question in a given lesion whether it is or is not present. 
Furthermore, it is present in but a limited number of dermatoses, and 
hence from the standpoint of differential diagnosis confines considera- 
tions to but a limited list of dermatoses. That is, the situation is 
different from that of redness, whiteness or brownness of lesions of 
the skin. 

[ wish to call attention by this means to the availability of a much 
neglected, supplementary avenue of approach to clinical problems in 
diagnosis, that is, that of pathology. Of course, a knowledge of the 
pathology of the yellowing dermatoses is not necessary to enable the 
dermatologist to classify a typical case of xanthoma tuberosum, urticaria 
pigmentosa or a similar condition, but it will be of aid in accurately 
determining more obscure conditions, such as the nevo-xantho-endothe- 
liomas of MacDonough and the xanthoma en tumeurs. [Even more, he 
may recognize important internal diseases, such as Gaucher’s disease, 
Christian’s disease, etc. Of course, such an approach is imperative 
when one meets with new diseases among the yellowing dermatoses. 
To illustrate, the thoughts of the pathologist on first viewing a vellowing 
dermatosis are, “What substances are present in this lesion to impart 
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the yellow color?” From this information he traces the different avenues 
(pathologic processes) by which such substances are known to appear 
in the skin. Naturally, this requires a knowledge of pathology, but this 
knowledge is not too extensive or too deep for the modern dermatologist, 
particularly the recent graduate, to have at his command. Equipped 
thus, the dermatologist will have a much more extensive perspective ; 
for him the skin will be the more transparent, and he will enjoy a stra- 
tegic position in approaching the inevitable diagnosis, prognosis and treat- 
ment. He will have another arrow in his quiver besides his clinical one. 

Finally, I shall record a number of personal observations that | 
have made over a period of years during which I have observed different 
types of the yellowing dermatoses. These observations will be dis- 
tributed at various places in the text, as they may apply to a certain 
type of the yellowing group. 

The five yellowing materials are as follows: (1) bile pigment ; under 
this heading certain dermatoses due to hemolytic substances like trini- 
trotoluene may be included; (2) carotin (carotene) and xanthophyll; 
(3) blood pigment; (4) melanin, and (5) lipids,’ involving the most 
diversified set of dermatoses of all and including the involved field 
of the xanthomas. 

BILE PIGMENT 

The dermatologic significance of bile pigment is small compared 
to its significance in internal medicine. Perhaps the dermatologist is 
concerned in explaining the intense staining of the upper parts of the 
body rather than of the lower. Jaundice affects the face and neck much 
more, for instance, than it does the legs and feet. It is most likely 
that the concentration of pigment is no greater in the lower extremities 
than in the upper, considering that jaundice is a sufficiently chronic 
disease to enable as much pigment-laden serum ultimately to filter 
through the corium of the foot as through that of the hand. I prefer 
to assign the difference to varying anatomic composition in the two 
parts. As seen in histologic sections, I have noticed for a long time 
that the face is particularly liable to hyperplasia of the elastic tissue, 
especially in elderly persons; a greater affinity of the bile pigment for 
elastic tissue would offer an explanation. This possibility is in the 
course of inquiry at present in this laboratory. 

The icteroid color of patients with pernicious anemia is commonly) 
referred to the staining of the tissues by hemoglobin incident to the 
hemolysis that occurs in that disease. I do not know that this has 
ever been investigated experimentally ; much less that any exact deter- 
minations of the details of mechanism have been made. 


1. The nomenclature employed by Bloor, W. R.: Chem. Rev. 2:243, 1926. 
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Dermatologists should certainly know of the so-called “blue reaction” 
of Brugsch? in icterus, particularly since scurvy was included in his 
series. The injection of small quantities of 1 per cent solution of 
potassium ferricyanide intradermally induces a bluish discoloration in 
some forms of jaundice. This was at first regarded as an indicator 
of the presence of iron, but subsequent investigators, including van den 
Bergh,® indicated that it is due to an oxidation of bilirubin. ‘This test, 
therefore, would not be available in establishing the ferruginous natur« 
of the pigment, if present, in pernicious anemia. If elicited, it might 
be of use in general dermatologic practice in distinguishing between 
melanin and iron pigment. 

As to the yellowish discoloration induced by trinitrotoluene, dinitro- 
benzene, tetryl, etc., it should be remembered that there are two radically 
different expressions. The local discoloration of the hands is merely 
a matter of local staining, as it is also in persons who work with picric 
acid, lead chromate and nitric acid. In long-standing cases, however, 
a generalized jaundice may develop secondary ‘to hemolysis and disease 
of the liver. The latter may even amount to acute yellow atrophy 
(Prosser White,* Putnam ° and Haythorn °). 

THE CAROTINOID PIGMENTS 

By this time the cutaneous changes induced in carotinemia or 
xanthemia (xanthosis diabetica = xanthochromia) are widely known 
(Hess and Myers‘ and Palmer *). Hiram Miller ® called the attention of 
dermatologists to the subject, as it comes within their purview on 
account of the predilection it has for the palms, soles and nasolabial 
folds ; the other best known factor in connection with it is the diagnostic 
one of the internist—the noninvolvement of the sclera in contradistinc- 
tion to jaundice. It will probably be recognized oftener as it becomes 
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more widely advertised, and in view of the modern urge toward vege- 
tables in the daily diet. Thus far carrots, oranges (singularly not 
lemons), squash, pawpaws (Inlow?°), spinach, peaches, pumpkins and 
ipricots have been determined as sources of one or other of the caroti- 
noids; that is, ingesta and not synthesization products of the animal 
organism. Special dietaries prescribed in disease may of course be 
responsible. Thus, in diabetes it appears that emphasis on vegetables 
is responsible for some of the instances of cutaneous discoloration that 
have been known as diabetic xanthosis or xanthochromia, even prior 
to the determination of the carotinoid factor in the case. There is still 
considerable discussion whether other factors are also concerned, but, 
at least, there is no relation between the intensity of the coloration of 
the skin and the blood cholesterol (Labbe *). 

Dr. Howard W. Schaffer has examined the skins of diabetic patients 
in this laboratory—frozen sections stained with sudan III. Clinically, 
they exhibited more or less yellowishness. In only one specimen could 
he find fat (fig. 3) ; the others thus served as controls against a (minor) 
physiologic infiltration of fat. The globules of fat occurred only in 
the most minute, coccoid form. They occurred discontinuously in the 
epiderm; scarcely any were found in the upper parts, and they were 
present intercellularly in regions in the basal layers. All of the basal 
cells were of the prickle type, and it required discrimination to resolve 
the red-staining fat into globules. Indeed, I think that fat was also 
present diffusely infiltrated between the cells, and that the intercepting 
prickle cells often induced the beaded effect that suggested coccoid 
(globular) form. Some of the globules were larger, however, and 
satisfied the observer that the fat was present in globules as well as 
diffusely. Globules were also present in abundance in spindle cells of 
the subpapillary region ; there was no difficulty in distinguishing between 
the melanotic pigmentation (scanty) here (and also in the basal cells) 
and the fat stained with sudan III. It was uniformly distributed between 
the epithelial cells of the sweat ducts and those of the arrectores pilae. 

There is no way of deciding at present whether this fat is the 
expression of the notorious lipemia or of a carotinemia of diabetes. 

Minkowski?* was among the first to distinguish the carotinemia 
of xanthosis diabetica from xanthomatous processes. He commented 
on the clearness of the serum; it was evidently not lipemic. “Xanthosis 
is certainly not concerned with lipoid metabolism.” Pollitzer also brought 





10. Inlow, H. H.: Possible Carotinemia from Eating Pawpaw, J. A. M. A. 
93:1085 (Oct. 5) 1929. 

11. Labbe, M.: Skin Xanthochromia, Presse méd. 33:17 (Jan. 7) 1925. 

12. Minkowski: Xanthosis Diabetica, Berl. klin. Wehnschr. 54:541, 1917. 
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this out when discussing Burns’ ‘* communication on xanthoma multi 
plex. He called attention to a seborrheic factor in connection with thx 
predilection of carotinoid pigmentation for the face. He did not cove: 
the palmar and plantar distribution (the outstanding seats of predilec- 
tion)—places where there are no sebaceous glands. 

In this connection, with the use of frozen sections of normal skin, 
I have found “* that it is the epiderm that stains most intensely with 
carotin solution, but that the neutral fats of the subcutaneous tissu 
also dissolve the substance and become tinted. The staining is mucl 
less intense than with sudan III, so that it could never replace the latter 
as a general fat stain. It is possible, however, that it might turn out 
to be a differential agent between different kinds of fats. The probability 
is that the discoloration of the skin is referable to selectivity on the 
part of keratin for the dye, particularly in view of the predilection 
of carotinoid pigmentation for the palm and the sole. 

Carotene has as one of its most important properties the faculty 
of passing into solution in fats. This accounts for the color of cream. 
Siemens '* suggested long ago that carotene and xanthophyll might 
explain the yellow color of xanthomas; if so, the same line of thought 
should carry over into any other dermatosis having a fatty basis. The 
natural application of this to the therapy of yellowing dermatoses, e. g.. 
restriction of the intake of vegetables (it must restrict xanthophyll as 
well as carotin), should be considered only in the light of these pigments 
as a vitamin; that is, it should be considered whether such dietary 
restrictions would seriously compromise the vitamin requirements of 
the organism. 

With others, I'* have been able to confirm Hess and Myers’ 
conclusion that a comparatively large concentration of carotinoids may 
obtain in the blood plasma—enough definitely to discolor it, without 
at the same time discoloring the skin. This means that there is evidently 


another, or perhaps several, factors involved before the skin becomes 


pigmented ; one of these may be the variation in the ability of different 


individuals to eliminate or otherwise dispose of it. It is known that, 
at least in part, it is eliminated in the urine, and that it pigments the 
urine."* This is in keeping with the clinical experiences; certain it is 

13. Burns, F. S.: A Contribution to the Study of the Etiology of Xanthoma 
Multiplex, Arch. Dermat. & Syph. 2:428 (Oct.) 1920, 

14. Weidman, F. D.: Carotin as a Specific Fat Stain, as Demonstrated in 
Frozen Sections, Proc. Path. Soc., Philadelphia, 1927, p. 24. 

15. Siemens, H. W.: Zur Kenntnis der Xanthome, Arch. f. Dermat. u. Syph. 
136:159, 1921. 

16. Editorial: Xanthemia and Xanthosis, J. A. M. A. 93:2033 (Dec. 28) 
1929; Carotinemia, ibid. 74:32 (Jan. 3) 1920. 
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that there are far fewer cases of carotinemic dermatosis than one would 
be led to expect from the rather high census of vegetarians—moral, 
religious and therapeutic. 

The most compelling feature in the situation is the recent alinement 
of carotene (the “purified” pigment) with vitamin A, an angle that 
dermatologists should keep in mind, recalling the capacity of carotene 
to mobilize in the skin. There might be a therapeutic application here 
for dermatologists in connection with ultraviolet irradiation. It has 
not been proved that the two are identical, but at least their effects 
as vitamins are similar.’ Reflecting the liveliness of this subject, no 


less than four editorials on carotinemia have recently appeared in a 


periodical of the broad general type of The Journal of the American 


Medical Association. 


EDELMAN’S COMPLEX 


18 


It is tempting to classify Edelman’s '* complex under xanthochromia, 
but the way is not clear. An enlarged liver, hypercholesterolemia (from 
330 to 540 mg.), neurasthenia, pains in the joints and “xanthochromia’”’ 
are the members of this diversified complex. In [delman’s cases, 
jaundice was present in but mild form and in but few of sixteen cases 
examined. There was no glycosuria in the solitary cases cited in this 
respect; singularly, neither diabetes nor carotinemia was mentioned. 
Yet Hess and Myers’ work antedated Edelman’s by seven years. 
Kdelman regarded the complex as fundamentally hepatic, and hyper- 
cholesterolemia as secondary. Since his patients were neurasthenic and 
psychopathic, I venture to say that they may have had perverted ideas 
of diet leading to vegetarianism and carotinemia. Yet Edelman fre- 
quently specified “clear and normally colored” serum. Perhaps he was 
intent on the green of jaundice and missed a fainter yellow of 
carotinemia ; in any event, he probably never considered the possibility 
of carotinemia. Discussion of the hypercholesterolemia phase of his 


complex will appear in the section on xanthoma. 


BLOOD PIGMENT 

In the skin, the forms of blood pigment that give rise to yellow 
discoloration are the more uncommon; the brown ones occur far more 
frequently. When seen, the yellow discolorations occur more frequently 
in connection with the earlier, transitional stages from hemoglobin to 

17. Editorial: Carotin and Vitamin A, J. A. M. A. 92:1867 (June 1) 1929; 
Vitamin A and Carotene, ibid. 95:937 (Sept. 27) 1930. 

18. Edelman, A.: Peculiar Affection of the Liver with Cholesterolemia, Wien 

Wehnschr. 39:1245 (Oct. 21) 1926. 
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hematin to hemosiderin to hematoidin. For instance, in the early 
transitional stages of hemorrhagic extravasations, such as bruises, there 
will be nuances from the red into yellows, thence into greens and finall 
(when the blood pigment is not entirely resorbed) into brown. Uere, 
then, there may be a yellow color, but it is comparatively fleeting. T! 
same is true of purpuras. 

The more brilliant yellow pigmentation of the blood, referable to 
hematoidin particularly, is best exemplified in more massive necrotic 
foci of long standing, as, for instance, in old anemic infarcts and in 
large hemorrhagic tumors. Comparable masses are scarcely seen 11 
the skin. 

I can think of but one dermatosis in which blood pigment might 
be responsible for suggesting the presence of fat, and incline thoughts 
toward xanthoma, namely, erythema elevatum diutinum. I know ot 
at least two cases, one being my own,’® in which the diagnosis of 
xanthoma was at first (mistakenly) entertained. The second occurred 
recently, and was recorded as a xanthoma-like swelling on the dorsa 
of the fingers.*° There were seven or eight small, firm, pea-sized 
swellings on the dorsa of the fingers. The discussers of this case, 
which was presented at a dermatologic meeting, indicated that the swell- 
ings may well have been of a rheumatic nature; indeed, the patient had 
given a history of having had rheumatism. In my histologic studies 
of erythema elevatum diutinum there was a certain rusty discoloration 
around the blood vessels that suggested strongly that hemoglobin o1 
perhaps hematin had had its seat there. This could account for th: 
yellow color that prompted me to present my patient as having xanthoma 
like swellings. Since there were no hemorrhages recognizable histo 
logically in my case, the particular yellowing should have been regarded 


rather as hemoglobin or hematin pigmentation than as hemosiderin or 


hematoidin pigmentation. It might be serviceable to employ the ferri 


cyanide test of Brugsch, just quoted, in such doubtful cases. 


XANTHOSARCOMAS 


The term “xanthosarcoma” is applied to two phenomena. In the 
first, the designation—one of the surgeon’s—is merely a gross descrip- 
tive one, and is poorly chosen in view of both priority and usage of 
the medical term “xantho.” I have discussed the tumors described 

19. Weidman, F. D.: Erythema Elevatum Diutinum, Arch. Dermat. & Syph. 
20:593 (Nov.) 1929. 

20. Parounagian: Xanthoma-Like Swellings on the Dorsum of the Fingers 
Arch. Dermat. & Syph. 11:549 (April) 1925. 
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Krogius,7*. Tourneux ** and Hunermann** in another place.** 
Xanthoma cells were not even mentioned in any of these cases. It is 
almost a certainty that the yellow color of these tumors was referable 
to hemorrhage succeeded by blood pigmentation. In a second class 


{ (fibro) sarcoma, the term is ‘used advisedly. Some sarcomas of 


the tendon sheaths have been demonstrated to contain cholesterol clefts 
surrounded by giant cells and attended by valid xanthoma cells. 

The pseudoxanthomatous lymphangioma described by Gottheil,*® with 
a histologic report by Satenstein, owed its yellow color, according to 
that author, to excess elastic tissue; his (excellent) photomicrographs 
do not show this fact, however. Perhaps the color was referable to 
hemic oozings from the capillary structures so commonly accompanying 
lvmphangioma circumscriptum. 

MELANIN 

Urticaria pigmentosa is the only really dermatologic disease that | 
recall in which melanin gives a yellow color. Its confusion with 
xanthomas is widely noted in dermatologic texts and need not be elabo- 
rated here. Otherwise, melanin pigmentation, as in nevi, is such a 
complicated and expansive subject that it could not be a part of this 
communication even though it were a consistently yellowing disease. 


FATS 

The term “fats” will be used in the sense of lipids (Bloor *°) ; that 
is, to cover all of the more or less greasy, fatty substances which embrace 
neutral fats, fatty acids, cholesterol, lecithin and kerasin that might 
induce, directly or indirectly, a yellow change in the skin. Inclusion 
of some of these as contributors to a yellow dermatosis should give pause 
as one recalls the color of stearin, lanolin, lard, ete., which are not 
frankly, if at all, yellow. It is here that the carotinoids play a part; 
as already stated, they are soluble in fats, as in cream and butter, and 
are available for coloring such other colorless lipids as might occur 
normally or abnormally in the skin. In this light, such fats would 
act only as predisposing factors for the yellowing phase under discus- 
sion; however, factors they still remain. 


21. Krogius, A.: Xanthosarcomas in Tendon Sheaths, Finska 1lak.-sallsk 


handl. 64:102 (March-April) 1922; abstr., J. A. M. A. 79:173 (July 8) 1922. 

22. Tourneux, J. P.: Sarcoma of Tendon Sheaths, Rev. de chir. 47:825, 1913. 

23. Hiinermann, T.: Ueber einen Fall von Xanthofibrosarkom de Bursa sub 
hillea anterior, Deutsche Ztschr. f. Chir. 182:410, 1923. 

24. Weidman, F. D., and Freeman, W.: Xanthoma Tuberosum, Arch. Dermat 
© Syph. 9:149 (Feb.) 1924. 

25. Gottheil, W. S.: Pseudoxanthomatous Lymphangioma, J, Cutan. Dis. & 
vph. 27:277, 1909. 

26. Bloor, W. R.: Biochemistry of the Fats, Chem. Rev. 2:243, 1926 
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Several of the fats named 


DERMATOLOGY 


SEAT OF FATS 
YELLOWING 


are 


AND SYPHILOLOGY 


CONCERNED IN INDUCING THE 
DERMATOSIS 


well known as normal secretory 


products of both sebaceous and sweat glands, and lesions (both anatomic 


Blood Pigment. 


Bile Pigment. Jaundice. 
Pernicious anemia. 


Exogenous poisons (T.N.T) 





Melanins. 


a 


Urticaria pigmentosa. 


Secretory (source in appendages;.— 
A. Sebaceous Fordyce's disease. 
Steatocystoma multiplex. 
Milium. 
Adenoma sebaceum Balzer 
B. Sudorific. Syringoma. 
Syringadenoma. 





Fats 


Bruise. 

Purpura. 

Rheumatic nodules. 

Tumors with hemorrhage 
Pseudoxanthomatous lymphangioma. 


, Carotinoids Physiologic. 
Xanthds isdiabetica. 
Bdelmann's syndrome (!) 


(pro parte). 


—— Degenerative. 
A. Subcutaneous. 
Gilenrist's case 
B Coriun. 
1. Collagen = Colloid degeneration. 
®. Elastic tissue. 
Senile elastosis. 
Degeneration in scars. 
Pseudoxanthoma e*lasticum. 


Infiltrative 


(With or without secondary degeneration) 
Preeminently of spindle cells but also of others 


The xanthomas 


Seneral. (Commonly associated with hypercholesterolemia). 


Local. 
Xanthelasma (!). 
Atherowatous foci. 
Dermoid cysts. 
salactocele. 

Pus tubes. 

Residual abscesses. 

Old cataractous lenses. 
Cholesteatoms. 

Wevi. 


lig. 


Liver disease. 
Rheumatism. 
Gout. 
Vaccination. 
zoster. 

Keloid. 


Xanthoma tuberosum. 


Scar xanthoma. 


Diabetic. 
Pseudodiabetic. 
Tumor (excluding nevi). 
Xanthosarcoma. 
Rha bdomy om. 
Granulomas. Rat sporotrichosis. 
Christian's disease (!) 
Gaucher's disease. 
Niemann-Pick syndrome. 
Juvenile form of amaurotic 
family idiocy. 
Edelmann’s syndrome (!). 


Unclassified. 


-Schema. 





and phy siologic) of these structures account for some of the yellow 


dermatoses, as will be brought out later. In the second place, it 1s 
conceivable that the normal subcutaneous fat might reveal its presence 
provided there was a sufficient grade of atrophy of the corium. Thirdly, 
fatty infiltration and fatty degeneration frequently affect both the 


collagen and the elastic tissues and transform them into a more or less 
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vellow product. The accompanying schema supplies illustrations of the 
more or less familiar clinical outcomes of these basic pathologic changes. 
Finally, a large group of investigators believes that fat may reach the 
fixed tissue, including skin, by the blood stream, as is exemplified by 
deposits of cholesterol in cases of xanthoma. 

In the succeeding paragraphs an attempt will first be made to indicate 
in more or less detail the pathologic mechanism by which the excess 
fat comes to appear in the skin; thereafter, each of the clinical dermatoses 
concerned under such a mechanism will be briefly discussed. This 
is the conventional route of the pathologist, that is, from etiology and 
general pathology to the symptomatology and other clinical expressions— 
just the opposite from the clinical method of approach to disease. 


SECRETORY FAT 


In secretory fat, any yellow color must be due to retention (forma- 
tion of cysts). This is probably the simplest of the mechanisms to 
he discussed, yet nothing is known as to the finer mechanisms leading 
to retention cysts of cutaneous glands, and as they occur in a particular 
dermatosis. All one can do is to philosophize. In theory, the cysts 
might be due to (partial or complete) obstruction of the orifice, to an 
unduly viscid type of secretion, to an excessive amount of secretion 
or, perhaps, to inadequate vis a tergo on the part of the secretory forces. 
The absence of any notable involuntary muscle around sebaceous glands 
and its presence around the sudorific ones, that is, differences in con- 
tractile and expulsive power, are inviting; cysts of the sweat apparatus 
are rare except as congenital effects (syringoma). Perhaps sudamina 
could be cited here as an objection to this idea, but there are other 
explanations, such as acutely developed congestions, hyperplasias and 
edema at the orifice to account for this development. 

It would be interminable to speculate on such phases as the role of 
the endocrine system, the adequacy of the blood supply, the vegetative 
nervous system (general body tonus, etc.), keratin metabolism (involving 
encroachment on the excretory orifices), abnormal basal metabolism 
of the secretory cells with involvement of abnormal fat partitions 

cholesterol and stearates giving rise to stiffer type of secretions), 
turgor of the excretory orifice from irritation by abnormal fat (the 
poisonous choline ?), bacterial or other irritation of the orifice (leading 
to inflammatory swelling), congenital misplacement, congenital hyper- 
plasia (nevus), etc. All of these factors enter into a consideration of 
the more or less microscopic and potential cysts of such important 
dermatoses as early acne vulgaris or the larger ones of steatocystoma 
multiplex. Most of these phases of sebaceous secretion have received 
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attention, particularly in connection with the beginnings of acne vulgaris, 
with the possible exception of the partition of fat. Now that frozen 
sections are available, the anatomists are supplying micromanipulators 
and the physiologists are showing the way to collect fluid from th 
glomeruli of the kidney (Richards and Wearn**), the way is open 
for a new line of attack on the problem of sebaceous stasis. 

Fordyce’s Disease.—In this disease the retained secretory fat becomes 
visible as a congenital expression. The lesion is evidently an inclusion 
phenomenon, occurring as it does along the line of closure of the 
embryonal facial clefts. ‘The sebaceous glands are so highly developed 
anatomicaily that I think they can be regarded as a congenital anomal) 
analogous to ectopic spleens or pancreases rather than to the simplet 
expressions of congenital vices that are usually connoted by the term 
“nevus.” Chambers ** took a middle ground or at least suggested that 
the congenital change is at a higher level, that is, among the hamartomas 
(Albrecht *’). As is well known, the larger ones suffice to yield grossl) 
visible yellow punctae which are characteristic. Morbid anatomically, 
the sebaceous glands concerned range from the more complex, multi- 
lobular ones to the simple forms 


Steatocystoma Multiplex —The subject of differential diagnosis of 
this disease from xanthoma has been covered by Pollitzer.*° That the 
individual lesions are simple retention cysts has been shown adequately 
by Ormsby and Finnerud ** and by others. Furthermore, they located 
the point of obstruction at the mouth of the pilosebaceous duct. ‘The 
striking distribution remains to be considered. The distribution is 
similar to, or identical with, that of syringoma; in this condition there 
are likewise retention cysts, but they occur in the other, sudorific, secre- 
tory appendages of the skin. As embryologically both the sudorific 
and the sebaceous apparatus originate from the same embryonal struc- 
ture, the skin plates of Remak, it is natural to suspect an embryologic 
origin for the multiple sebaceous cysts, just as an embryologic 
source is attributed to syringoma. Furthermore, an endocrine aspect 1s 
introduced here when it is recalled that syringomas are so prone to 

27. Richards, A. N., and Wearn, J. T.: Observations on the Composition of 
Glomerular Urine, Am. J. Physiol. 71:209, 1924. 

28. Chambers, S. O.: The Structure of Fordyce’s Disease as Demonstrated 
by Wax Reconstruction, Arch. Dermat. & Syph. 18:666 (Nov.) 1928. 

29. Albrecht, E.: Basic Problems in Oncology, Frankfurt. Ztschr. f. Path 
1:221, 347 and 377, 1904. 

30. Pollitzer, S.: A Case of Multiple Dermoid Cysts Simulating Xanthoma 
Tuberosum, J. Cutan. & Genito-Urin. Dis. 9:281, 18°1. 

31. Ormsby, O. S., and Finnerud, C. W.: Steatocystoma Multiplex, Arch 
Dermat. & Syph. 22:822 (Nov.) 1930. 
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develop at or around puberty. If one is justified in availing oneself 
of analogy, the multiple sebaceous cysts would be regarded as latent, 
abnormal, sebaceous structures, perhaps of such a low order of secretory 
power that the lumina do not become distended until they feel the 
new order of things that arises at puberty. Or, there may well be a 
communication with the surface which is adequate to conduct the 
scantier quantities of secretions, but which under the effect of endocrine 
or other stimuli becomes inadequate. 

An analysis of Ormsby and Finnerud’s literary review shows that 
six of the nine cases began in a 17 to 23 year age period, and that the 
distribution was outstandingly symmetrical. It should be remembered 
that supernumerary nipples, also derivatives of Remak’s skin plates, 
have been described in all of the positions named for steatocystoma 
multiplex. White Ormsby and Finnerud could find no morphologic 
evidence of congenital vice, such is not essential for a congenital 
anomaly, any more than in Fordyce’s disease. 1 feel strongly that there 
is an embryonal factor in the case. 

Adenoma Sebaceum (Pringle) —That this complex has a congenital 
base admits of no doubt; the clinical evidence is adequate. However, 
it is a question to what extent the sebaceous items participate in the 
essential, fundamental disease process. In Pringle’s adenoma, telangiec- 
tasis (the vascular phase) is the outstanding clinical item in the case, 
at least as far as visibility is concerned. Sebaceous glands become 
hyperplastic so readily, however, when influenced by other hypervascular 
environments (rosacea) that it is conceivable that the conspicuous 
sebaceous glands seen histologically in Pringle’s adenoma are but second- 
ary developments. Certainly in the few cases that I have seen, the 
presence of sebaceous glands would never have been suspected from 
simple clinical studies. From this point of view, Pringle’s adenoma 
would occur more logically with angioma serpiginosum, but in a different 
location. 

Adenoma Sebaceum (Balzer)—A final differentiation between 
idenoma and “adenomatoid hyperplasia” is frequently impossible when 
ne is dealing with surface structures such as the skin and mucous 
membranes. In the stomach and intestines this is notoriously the case; 
hyperplasia secondary to chronic inflammation frequently causes such 
hickening of the mucous membrane that more or less definitely outlined 

lyps will be induced which to the casual observer and thinker will 
t once be classified as adenoma, that is, neoplasm. The same considera- 
tions obtain in the skin. A long-continued irritation of low grade, the 
ffects of micro-organismal activities within sebaceous glands, may 


readily lead to hyperplasias of the same order as those so well known 
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in the intestines. Adenomatous hyperplasia has a place in cutaneous 
conditions, at least in theory. As to the deciding differences between 
adenoma and adenomatous hyperplasia, for cutaneous purposes ther 
are two: First, adenomas are supposed to be well circumscribed ; second, 
adenomas are comparatively disorderly in their architecture ; for instance, 
the type of cell may remain comparatively typical of the particular 
gland concerned, but the acini or tubules will be imperfectly form: 

and the lumina will not conduct the secretion in the useful and cor 

structive way that those of normal glands do. Essentially, the distinctio: 
is one of degree of orderliness. 

In applying these points to sebaceous glands, one at once encounters 
difficulties in view of the well known variation in size and complexity 
of normal sebaceous glands in different parts of the body. Anyon 
can satisfy himself on this point by consulting standard texts on his- 
tology. As the result of this, judgment will have to be exercised 
individually for each lesion, depending on the part of the body concerned 
In the matter of orderliness and disorderliness of arrangement of acini, 
the degree must be notable before one can certainly decide that th 
lesion is an adenoma; in borderline or apparently hyperplastic instances 
it would probably be necessary to resort to serial sections and reco1 
structions to decide the point. In the limited material to which I hav 
had access—photomicrographs and a few sections—the amount oi 
disorder does not seem to justify a decision that the lesions wer 
adenomas; definite capsules have not been present. If the latter is 
insisted on as a criterion for adenomas, I seriously doubt that a genuin 
adenoma has ever been unequivocally demonstrated in what ordinarily 
passes as the adenoma sebaceum in dermatologic literature. No doubt 
surgeons excise some comparatively large sebaceous lesions that qualify 
as adenomas, but the ones reported for adenoma sebaceum Balzer, 
adenoma sebaceum senilis, etc., probably do not properly fall withii 
the requirements. 

Pringle’s *™ illustrations leave no doubt as to the numerical hyper 
plasia of glands, but each individual gland was, if anything, hypoplastic 
The impression given one is that the skin here had failed to expand pro- 
portionately and pari passu with the growing embryo or child, leaving 
the glands close together at their embryonal spacings. Such a “lag” 
would be quite in harmony with the physiologic (mental) lag sometimes 
associated, 

As to Balzer’s original cases, it is difficult to understand any sebac« 
ous phase in the case he illustrated. While the drawings leave much to 
be desired, they show enough to satisfy one that the apparatus concerned 

3la. Pringle, J. J.: A Case of Congenital Adenoma Sebaceum, Brit. J. Dermat 
2:1, 1890. 
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is pilary and not sebaceous. The solid strands of cells figured and 
ibeled are extensions from the follicular sheath and are free from fat. 
In a second illustration he specifically designates a follicle as such. I 
believe that Balzer was dealing with benign cystic epithelioma (the dis- 
ease began at puberty), particularly since Besancon and Weidman have 
described tricho-epithelioma associated with it, and since Chambard *" 
uoted by Pringle) also challenged Balzer’s diagnosis and favored 


(qd 
i 
“metatypical tubular epithelioma”’ instead. If Balzer’s group of adenoma 
sebaceum is dropped, the way is opened for “adenomatous hyperplasia” 
to replace that designation, although not his lesions. 

Incidentally, I have been the subject of an adenoma sebaceum senilis 


1 
} 


in the Nomland ** sense for almost twenty years. I recall distinctly an 
acne lesion that was located at that position and was forcibly squeezed. 
Demodex folliculorum is constantly available in expressed secretions 
of this adenomatous hyperplasia. The role of this parasite in cause 
and effect does not require consideration here; it may not be amiss 
to point out, however, that the question concerning its role has been 
raised anew by the finding of Demodex folliculorum by Chambers and 
Somerset ** in 60 per cent of breasts surgically removed for carcinomas. 

Milium.—aAt this point, milium must be considered; the possibilities 
in its pathology have already been noted in connection with retention 
cysts. This condition is so unimportant, cosmetically or otherwise, that 
its precise pathology has not attracted attention. 

Submammary.—What I refer to is probably a variant of the com- 

nplace milium of the face. I have seen two instances of multiple 
miliary sebaceous cysts under the pendulous breasts of women at or 
out the menopause. There was no inflammation in connection with 


’ 


the lesions, and they improved rather promptly after the use of kerato- 
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FATTY DEGENERATION OF CONNECTIVE TISSUE 





Subcutaneous Fat.—Of the fatty changes in the corium producing 
yellow color that would appear clinically, only those of the corium 
appear to be eligible for consideration. It is true that alterations oi 
subcutaneous fat can take place in infants, as in sclerema, as demon 
strated chemically by Gray ** and pictured by Patricia Hart Drant in 
Sutton’s text.°° These, however, partly because they are deeply seated, 
do not impart a yellow color to the skin. Even in Gilchrist and Ket- 
ron’s “* “Unique Case of Fatty Atrophy of the Skin” in which there 
were massive distortions of subcutaneous tissue, there were but “pinkish 
yellow” edges to the lesions. As I see it, these were probably sequelae 
of dermatomyositis, or perhaps of panniculitis, as the patient had had a 
number of febrile exacerbations. 

| have noticed in histologic sections that in obese persons the subcu 
taneous fat infiltrates well up into the corium, extending particularl) 
around the sweat glands, and it is understandable that in obese subjects 
with atrophic skin (as in senescence) its yellow color might well come 
to appear to direct gross observation and to yield a more or less stippled 
effect. 

Corium.—Fatty degenerative changes are most conspicuous as they 
affect the elastic and the collagenous tissue of the corium, and at once 
the problem arises as to which of the two is concerned in a given 
dermatosis, “Is this a collagenosis or an elastosis?” There is a large 
and involved literature concerning the interrelationship of elastic and 
white fibrous tissue even in its normal anatomic relations. ‘This ante- 
dates dermatologic workers; the mechanism by which connective tissue 
fibers come to appear (embryologically, tor instance) between the 
primitive spindle cells of fibrous tissue, whether originally intercellulat 
or intracellular, has never been decided. As it stands, I feel that the 
problem is one for the modern anatomist and physiologist to decide, 
and not even for an erudite histopathologist like Unna to clarify, 
for it is uncertain that the two forms are fixed morphologically, even 
in adult life. This much, however, is known, that under conditions 
of degeneration such as occur in colloid degeneration of the skin, forms 
morphologically those of both elastic fibers and collagen bundles are 
frequently affected by the same retrogressive circumstances, and _ that 
under these circumstances elastic fibers appear to take on to a greater 


34. Gray, A. M. H.: Sclerema Neonatorum, Arch. Dermat. & Syph. 14:635 
(Dec.) 1926. 

35. Sutton, R. L.: Diseases of the Skin, ed. 7, St. Louis, C. V. Mosby Com 
pany, 1928, p. 575. 
36. Gilchrist, T., and Ketron, L.: A Unique Case of Fatty Atrophy of thx 


Skin, Bull. Johns Hopkins Hosp. 27:291, 1916 
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or less extent the morphology of collagen bundles and vice versa. That 
is, transitional expressions between the two constantly obtrude them- 
selves on the observer, thwarting any attempt to classify the condition 
strictly as an “elastosis” or a “collagenosis.” 


Pathogenesis in re Fibro-Elastic Tissue—There are two phases to 
this consideration of fatty degeneration of connective tissue. It seems 
safe to assume, first, that there is a preliminary hyperplasia both for 
collagenous and for elastic tissue, and, second, that a superimposed 
fatty degeneration accounts for the yellow phase. Before proceeding 
to discuss the yellow phases, I shall first consider the circumstances 
that may lead to the production of the homogeneous, more or less hyaloid 
changes in fibrous tissue and in elastic tissue. Thereafter, the mecha- 
nism of the fatty change will be essayed. 

From the point of view of general pathology and without particular 
reference to the skin, it should be recalled that the most likely causes 
of overgrowths of connective tissue are: (1) chronic inflammation, 
2) regeneration (formation of scars), (3) replacement phenomena 
(losses of tissue with fillers of fibrous tissue) and (4) stress. Tendeloo * 
has been a particular exponent of stress or strain in disease, pointing 
out that long-continued irritation of this sort induces a “work hyper- 
trophy.” Obviously, there may be diffuse and (or) focal expressions 
of this fibrosis; “colloid” degenerations, conformably, can be either 
diffuse or nodular. After fibrous tissue is once formed, it is part of 
its normal physiologic evolution to undergo more or less hyaline change 
with senescence. Anything, therefore, that interferes with nutrition, 
without completely and suddenly shutting off supply (producing necro- 
sis), conduces to hvaloid change. 

The softer, gelatinous effects must next be considered. They are 
virgin territory in pathology. Nothing is known of the chemical com- 
position of cutaneous colloid, or whether mucin, edematous fluid or an 
incomplete colliquation necrosis is the softening factor. Jager ** did 
not elicit a reaction for mucin, but it is doubtful whether he had 
sufficient material for a fair test. 

Succeeding on hyaline degeneration (or for that matter on chronic 
fibrous changes in the absence of hyalin), fatty degeneration readily 
nd frequently supervenes; yellow fleckings as the result of continued 
r progressing poverty of nutrition are frequently seen in the capsules 

sclerosed spleens. I feel satisfied that fatty change does not occur 

mucoid degeneration, and I am not aware of any demonstration in 


37. Tendeloo, N.: Allgemeine Pathologie, Berlin, Julius Springer, 1919, p. 32 


38. Jager, T.: So-Called Colloid Degeneration of Skin, Arch. Dermat. & Syph 
12:629 (Nov.) 1925. 
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which, by a specific fat stain, it has ever been shown in the jelly-like 
substance expressed from “colloid degeneration” of the skin. Thx 
yellow phases of this disease may well be due to fatty changes in hyalin 
fibrous tissue adjacent to or surrounding elastic tissue. | have, how 
ever, demonstrated fatty degeneration of both elastic and collagen 
bundles in cases of senile elastosis, which will be described later: 
doubtless, it can also be demonstrated in scar and other elastoses. 

Discussion of the finer mechanisms of fatty degeneration is out of 
place here. Adami *’ gave a comprehensive exposition indicating how 
fat may exist in a disguised state in protein substances and thereafter 
become obvious (fat phanarosis) under pathologic circumstances. ‘Thus, 
in some stages of fatty degeneration of the kidney (yellow), fat may 
not be demonstrable as such in histologic sections; in this condition 
the fat has not become entirely released from protein combinations 
and is not available for histologic demonstration. This fact may 
explain the failure to demonstrate fat microchemically in some of my 
cases of senile elastosis to be described. 

[ cannot turn to any analogous colloid expression of degeneration 
of connective tissue in internal organs; if it were to be uncovered, | 
believe that most pathologists would be at a loss whether to classify 
it as a hyaline degeneration with some special liquefactive effects 
intermixed or as inspissated connective tissue mucin. 

Summarizing from the general pathologic angle, cutaneous, colloid 
degeneration connotes but a (soft) variation of hyaline degeneration, 
modified or not by secondary (incomplete) liquefactive or at least soften- 
ing changes akin to those of connective tissue mucin (paramucin). 
Whether or not it assumes a yellow color depends on a more or less 
fortuitous fatty degeneration. While a specific (sic) reaction with van 
Gieson’s stain is available as an argument to force this substance into 
the category of “colloid degeneration,” it would be unworthy, for by no 


stretch of the imagination or reasoning can this collagenous product 


be reconciled chemically with thyroid secretion. Van Gieson’s is a 


differential, but not a specific stain. 

Nomenclature.—Etymologically, colloid means “like glue.” The term 
as originally used by the pathologist connoted the jelly-like (softer o1 
stiffer), more or less brown accumulations occurring typically in cysts 
of the thyroid, ovaries and kidneys. All of these were products purel) 
of epithelium. Curiously, all three stained orange-brown with van 
Gieson’s stain, in contradistinction to other glassy, hyaloid substances ; 
hence van Gieson’s stain was at once characterized as a differential 


stain for colloid. Thereupon, when it was found that a jelly-like sub- 


39. Adami, J. G.: Principles of Pathology, in General Pathology, ed. 2, Phila 
delphia, Lea & Febiger, 1910, vol. 1, p. 919. 
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ince occurring in the skin likewise stained orange-brown with van 
(jieson’s stain, it was designated “colloid,” in spite of the fact that it 
uld have nothing in common, being of connective tissue origin, with 


colloid substances previously described. It was different in origin— 


nnective tissue as against epithelium—and certainly was different 


OO} 


hemically. The remaining question is, “Was the term misapplied to 


the skin because it was beyond the epithelial domain, or are the physical 
ualities, gross and microscopic, sufficient to admit this substance to 
colloid category °” 
| feel that although references to cutaneous colloid have failed to 
ppear in any of the standard texts on general pathology, this connective 
tissue representative of colloid should be added as a fourth member 
to the list of colloid degenerations accepted at present. Its connective 
tissue lineage can be no barrier, because both connective tissue and 
epithelium are involved by each member of the other degenerations— 
albuminous, fatty, mucoid and hyaline. Cutaneous colloid should be 
icceptable in the group from precedent, because it removes an incon- 
sistency on the part of colloid toward the entire group of the degenera- 
ons—its confinement heretofore to epithelial tissue. 
Lissue Phases in (Clinical) Colloid Degeneration of the Skin.—An 
analysis of all the reported cases of (clinical) colloid degeneration 
the skin, particular attention being paid to the histologic obser- 
ations, does not bring one very far in an attempt to determine 
vhether the distinctive gelatinous substance of this condition is of 
ilagenous or of elastic tissue origin. Hartzell *° was one of the few 
to discriminate; he stated that collagen and elastin were concerned in 
n equal degree, agreeing with Bosellini.t‘ Besnier and Balzer ** made 
no distinction between the two, but rendered service in that they elimi- 
nated amyloid from the situation. Trimble ** stated that elastic tissue 
was abundant, “short, thick and curved” in Weigert preparations. 
Ketron ** gave the most unequivocal evidence that collagen was the 
substance concerned. It will be observed from the illustration that it 


] 1 


loes not elect the color of elastic tissue. Labadie’s illustration also 


indicates that collagen is the basis for these gelatinous phenomena. As 


' 


10. Hartzell, M ; id Degeneration of the Skin, with Report of a 
Cutan. Di 5, 1914. 

Bosellini, P. L.: eudoxanthoma 

1909. 

Besnier and Balzer: Etudes nouvelles de dermatologie, Ann. de dermat. 
yh. 10:461, 1879. 
43. Trimble: Colloid Milium, J. Cutan. Dis. 37:410, 1919. 
44. Ketron, L. W.: A Case of Colloid Degeneration of the Skin 

. Johns Hopkins Hosp. 29:163, 1918 
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as I can find, the gelatinous effects have never been linked with 
the cases of “elastic degeneration in scars,” senile elastosis and the 
various other elastoses which will be discussed, and that no colloid 
flavor attaches to them. It appears, then, that it is excusable to classify 
colloid degeneration among the collagenous disturbances, at least for 
the time being. 

Incidentally, the colloidal substance readily extends to the epiderm 
(Hyde and Montgomery,*® Bosellini ** and Hartzell *°). This intro- 
duces further speculation, which is perhaps beside the point in this 
place, as to whether this phenomenon of the epiderm indicates that 
its substance likewise participates in the fundamental degenerative 
change, or whether it absorbed its colloid quota as a product of the 
connective tissue degeneration which had diffused outward. 

What is the color of the gelatinous substance? While there is 
unanimity that the lesions are yellow, no statement is made, as a rule, 
as to the color of the jelly-like material expressed. When stated at 
all, it is reported as no more than “pale yellow.” I doubt that fat is 
present in any notable quantity, otherwise it would scarcely be clear 
jelly-like—but intermixed with protein. Histologically, an excess ot 
elastic tissue is commonly found around the colloid foci, and perhaps 


the yellow phase is referable more to this than to the colloid itself. 


Indeed, some authors comment specifically on the yellow color present 
between the lesions clinically. 

A zone of comparatively normal, at least nondegenerate, tissu 
intervening between the colloid masses and the hair follicles has beet 
commented on by several authors. This is perhaps explained on th 
basis of nutritional conditions; it is around the vessels and appendages 
that lymphatics are broadest, and propinquity to such sources of nutritio! 
as these may act in delaying the onset of degeneration. 

A final word about the use of the term “colloid” is: necessary in view 
of the ease with which the sense of a term may and has become per- 
verted. In some dermatologic quarters the first concept conjured b 
“colloid” is “yellow.” This should not be so. The term should connot: 
first and foremost gelatinousness or at least translucence, such as is 
seen in “colloid milium.” Fundamentally, it is corium tissue that has 
undergone hyperplasia, succeeded by firmer or softer hyaloid degenera- 
tion ; the fatty degeneration is but a secondary consideration. Clinically, 
too, colloid milium can be held separate from other yellow states, suc! 
as senile elastosis, on the same grounds. 


45. Hyde, J. N., and Montgomery, F. H.: A Practical Treatise on Diseases 
of the Skin, ed. 8, Philadelphia, Lea Brothers & Company, 1909, p. 586. 





Fig. 2.—Frozen section stained by sudan III, with weak hematoxylin counter 


stain. Compare with figure 8. The elastic fibers are stained diffusely red, besides 


containing minute and coarse globules of fat. The latter were also thickly scat- 


ered in the interstices of the tissue 

















ig. 3.—The upper figure is of a frozen section of skin from a patient with 
“xanthosis diabetica.” Fat is present (1) in coccoid form between the epidermal 
cells, (2) in macrophages and (3) indiscriminately—interstitially. The lower 
figure is a composite drawing showing the location of fat in senile xanthosis: (1) 
within the elastic fibers, (2) free in the interstices of the tissue, (3) within the 
pelymorphonuclears in the blood vessels and (4) within the cytoplasm of the basal 


epidermal cells. (Cf. Pautrier’s observations in re xanthoma, in connection wit! 


; 


the latter location {[Dermo-Epidermic Interchanges as Controlled by the Study 01 
\Melanic Pigment, the Ester of Cholesterol (Xanthoma) and Hemosiderin (Scham 
here's Disease), Arch. Dermat. & Syph. 17:1 (Jan.) 1928].) 
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l‘ig. 4-—Colloid degeneration (Ketron’s case). Collagen and not elastic tissue 


is the seat of the degeneration. 








Fig. 5.—Colloid degeneration (Ketron’s case). The degenerative substance did 
not stain like the elastic tissue. Weigert preparation. 
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DEGENERATION OF ELASTIC TISSUE 

Passing from true colloid degeneration to degeneration of elastic 
tissue, much material becomes available, confirmed by numerous histo- 
logic studies in which the yellow nature of the changes has been proved 
to be fatty, at least in part, by specific fat stains. In contrast with 
the references to colloid milium, the literature on elastic tissue is sur- 
prisingly large (Arzt *®). 

Kissmeyer and With *’ surveyed the entire subject, basing their 
study on a rich experience with the scars that they saw so abundantly 
at the Light Institute in Copenhagen. According to them, elastic 
(hyperplasia and) degeneration should be regarded as a normal physio- 
logic process, beginning at about the same time the skin begins to show 
signs of senescence. They stated that it may begin as early as the 
age of 40, especially in red-headed persons, first on the cheeks and 
then on the backs of the hands. Their observations that its translucence 
can be detected thus early when light falls aslant the cheeks at a par- 
ticularly favorable angle, without any yellow additions, is a valuable 
observation, relegating the fatty changes to their proper, secondary 
position. Besides the face and hands, the forehead and sometimes even 
the scalp are affected. The following synopsis indicates the course 


they followed in their paper. 


Synopsis (Kissmeyer and With) of Elastoses 
1. Physiologic (senescence). May begin at 40, especially in red-headed subjects. 
Cheeks, forehead, backs of the hands, scalp. 
2. In scars. (In newly formed elastic tissue.) 
(a) Traumatic. Occurs as early as the age of 6 months. Age of scar and 
age of patient determine period of onset of the elastic degeneration. 
(b) Inflammatory granulation tissue (syphilis, adenitis of the neck). 
(c) Burns. 
In transplanted skin. Undergoes the physiologic senescence precociously. 
Chronic granulomatous infiltrates. (In preexistent elastic tissue; not new- 
formed. ) 
(a) Observable only histologically. Lupus erythematosus, lupus vulgaris, 
cancer, epithelioma adenoides cysticum, syringoma of the lids. 
(b) Clinically observable. Nodular syphiloderms, lupus vulgaris. Milia in 
the latter may offer confusion. 

Pseudoxanthoma elasticum. Illustration shows elastic tissue diffused through- 
out corium—not in a zone. Cites three brothers and sisters and invokes a 
“hereditary trait.” Gains separate place in classification because hereditary, 
and on large flexural surfaces. 


46. Arzt: Pathology of the Elastic Tissue of the Skin, Arch. f. Dermat. 
Syph. 118:465, 1913 

47. Kissmeyer, A., and With, C.: Histological Studies of the Pathological 
Changes in the Elastic Tissues in the Skin, Brit. J. Dermat. 34:175 (June) 1922 
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They had no experience with “colloid milium,” and did not give it 
a place in their schema, devoting but one paragraph to it between 
sections 4 and 5. 

The foregoing synopsis gives a panorama into which it is proposed 
to fit additional data. 

ELASTOSIS SENILIS 

Elastosis senilis is the physiologic “senile elastic degeneration” of 
Kissmeyer and With. It had already been described by Darier ** as 
“colloid atrophy” and by Dubreuilh * as diffuse elastoma. Both of 
these terms are inappropriate. In the first place, the skin is not atrophic, 
but is thicker than normal; true, the condition occurs in senile persons, 
as part of the general atrophic changes of the skin, but so far as the 
elastic phases are concerned, the skin is hypertrophic if it 1s changed 
at all. This may be readily gathered from the accompanying gross 
and microscopic illustrations. Likewise, the condition is not a tumor ; 
the term “elastoma” is not used well by Dubreuilh. To be sure, by 
analogy, the diffuse “lipomatosis” might be invoked in extenuation, 
but this is a weak crutch; the diseases originally described under such 
names are not really neoplastic, but may be the effect of, for instance, 
thyroid or other nonneoplastic vices. According to strict pathologic 
nomenclature, this condition is “diffuse cutaneous elastic hyperplasia ;” 
a secondary fatty degeneration may or may not be demonstrable. As 
indicated, the hyperplasia of fibrous tissue usually occurs diffusely, 
not in foci as in the case of colloid milium. 

Tannenhain,*®® while reporting a case of pseudoxanthoma elasticum 
with calcification, was among the first to call attention to the elastic 
degeneration that takes place during senile atrophy of the skin. He 
cited several authors as finding a swelling and degeneration in such 
skin, who ascribed the apparent increase of elastic fibers to an atrophy 
of collagen which brought the elastic fibers closer together. He con- 
sidered the latter class different from pseudoxanthoma elasticum, because 
the elastic changes did not occur in nodular form. 

Himmel *' seemed to miss the point. He examined skin from the 


face and hands of persons (one each) at the ages of 2 days, 2 years, 


15, 17, 41, etce., up to 78 years. He did not comment on any notable 


48. Darier, J.: Text-Book of Dermatology, translated by Pollitzer, Philadel- 
phia, Lea & Febiger, 1920, p. 358. 

49. Dubreuilh, W.: Diffuse Elastoma of the Skin, Ann. de dermat. et syph. 
4:193, 1913. 

50. Tannenhain, E. G.: Zur Kenntnis des Pseudoxanthoma elasticum (Darier), 
Wien. klin. Wehnschr. 14:1038, 1901. 

51. Himmel, J. M.: Zur Kenntnis der senilen Degeneration der Haut, Arch. 

Dermat. u. Svph. 64:47, 1903. 
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increase of elastic tissue in elderly subjects; however, the series was 
not representative of senility, including only six senile subjects. 

Details of clinical characteristics may be found elsewhere ( Kissmeyer 
and \Vith **). In short, it is seen particularly in elderly persons ; ever) 
dermatologic observer is familiar with this diffuse yellowing as it occurs 
on the forehead, cheek and neck of those who have been exposed 
to inclement weather. The skin appears pasty, yellow, opaque and 
thick. The natural furrows of the skin are accentuated. The transverse 
wrinkles of the forehead are deep; the neck, particularly, takes on a 
turtle-skin effect. The orifices of the pilosebaceous apparatus are black 
from accumulation of dirt, looking like comedones. ‘The condition is 
unlike colloid degeneration in that, grossly, it does not yield the gelati- 
nous material when the skin is incised. Microscopically, elastosis senilis 
would not fall in the category of colloid degeneration in the cases in 
which the collagen bundles were affected; as will be brought out later, 
the disease is definitely of the elastic tissue. 


| was prompted to study the condition because, whereas it must 


frequently excite curiosity because it is conspicuous, it has received so 


little comment in American writings; as far as | can find, Pollitzer’s 
translation of Darier’s report is the only one to include it as one of the 
members of the complex comprising senility in the skin.*” 

It should not cause surprise if calcification is found in the deposits 
in the elastic tissue ; such deposits have been described in cases of pseudo- 
xanthoma elasticum (two cases) and in changes in the elastic tissue 
in general (in the lungs) (Huebschman **). 

Likewise, in the case reported by Shaffer and me,** the patient had 
a fatty infiltration of epidermal cells which we believed was the basis 
for the succeeding calcareous changes; there was a marked senile 
elastosis (figs. 6 and 7), and the fat in connection therewith may have 
been associated with the epidermal infiltration. (This patient is W. C. 


in the accompanying table. ) 


AUTHOR'S WORK ON ELASTOSIS SENILIS 


The necessity for the study of elastosis senilis arose in connection 
with the case of epidermal calcification cited.** The subject was senile 
(figs. 6 and 7), and it became necessary to inquire into the obvious 

52. Huebschman, V.: Zur Histologie der Kalkmetastasen, Centralbl. f. allg 
Path. u. path. Anat. 19:737, 1908. 

53. Weidman, F. D., and Shaffer, L. W.: Calcification of the Skin, Including 
the Epiderm, in Connection with Extensive Bone Resorption, Arch. Dermat. & 
Syph. 14:503 (Nov.) 1926. 
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fatty changes involving the skin; fat always commands attention in con- 
nection with calcification. This led to the supplementary series that 
follows. 

The material was obtained at necropsy on fourteen subjects who 
died of various conditions and from the patient alluded to,®* who had 
nothing in common medically except senility. Samples of skin were 
taken from the abdomen and axillae of four of the subjects as controls 











Fig. 6.—Senile elastosis (W. C. in the accompanying table). The case of this 
patient was reported by Shaffer and me. Calcification of the epiderm occurred 
on the patient’s hand consecutive to osteomyelitis. 


and in view of the predilection of pseudoxanthoma elasticum for these 


parts, not because there were gross evidences of elastosis, but because 
something different might be found microscopically in the skin at these 
positions which would throw light on their election as sites of pseudo- 
xanthoma elasticum. It should be emphasized that the samples of skin 
were not selected by a dermatologist, but by the attendant in the autopsy 


room; he was instructed to take the samples indiscriminately from a 
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series of senile subjects who had thick-skinned necks. The sections 
were stained by hematoxylin and eosin, Weigert’s method for elastic 
tissue and sudan III; the latter, of course, was used in frozen sections. 

The accompanying table and illustrations indicate the results suffi- 
ciently. Ten of the fifteen cases showed a high grade of diffuse elastosis 
microscopically. In two cases the elastosis was extreme; in two it was 
even greater, being of the magnitude of that seen in pseudoxanthoma 
elasticum. In two cases, fat in the form of myriads of fine powdery 
granules within the elastic bundles was demonstrated in abundance by 
the specific fat stain. There was nothing consistent in the distribution 
of the hyperplastic elastic tissue; at times it was exhibited as a sharply 


Fig. 7.—Senile elastosis; leather or turtle-neck effect. Same patient as in 


hgure 6, 


demarcated zone of elastic fibers crowded high up against the basement 
membrane of the epiderm and completely occupying and obliterating 


the papillae ; at other times, it lay deeper, being sharply demarcated from 


the subpapillary region, but not extending far downward. Again, there 
was no zonal arrangement; sometimes the elastic fibers infiltrated well 
upward into the papillae, and sometimes downward into the deeper 
levels of the corium. 

It was possible to identify these changes in the sections stained with 
hematoxylin and eosin, but the special elastic tissue stains were, of 
course, superior. For outlining the exact distribution of the elastosis, 
the latter were almost indispensable. These special stains drove home 
yet more forcibly the impossibility of always distinguishing between 
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collagen and elastic fibers (fig. 13); frequently tissue that morpho 
logically was collagen elected the differential elastic tissue stain. I am 
aware that Unna has approached this problem, using combinations of 
elastin and collagen. Be his contentions what they may (Kissmeyer 
and With ** stated that Unna has abandoned his collagen-elastin theory ), 
it is certain that in pathologic processes collagenous and elastic fibers 
take on forms different from the normal form, and that pathologically 
the two types of fibers may well be considered together. 

As to fatty changes, sudan III revealed them only twice. In F. S. 
(table), fat appeared inconspicuously as myriads of fine globules within 
granular elastic fibers and in the cytoplasm of basal epidermal cells. 
Smaller numbers of globules occupied the cytoplasm of swollen spindle 
cells and of ameboid macrophages in the papillary and subpapillary 
regions. The coarse red globules that crowded the cytoplasm of the 
polymorphonuclear cells in the vascular lumina were striking (fig. 3). 

In W. C. (table), a sharply defined zone of fatty degeneration lay 
well below the papillary zone. The swollen elastic fibers were poorly 
outlined as though near disintegration, and were crowded with globules 
of fat ranging in size from fine powdery grains to grains almost the 
size of a red blood cell. Fine globules were also present in the basal 
cells of the epiderm, but the extremely minute, coccoid ones described 
in Dr. Schaifer’s sections of skin from diabetic patients could not be 
found. Minute rod-shaped crystals were also present in the elastic 
tissue zone, both within and outside the swollen fibers. All of the 
features described for F. S. were repeated in the less severely fatty 
parts of the section, except in respect to polymorphonuclears ; none of 
the latter had remained available in the vessels in these sections. In 
the less extensively fatty parts at the edges of the zone, some hyaline 


and pink elastic fibers were found (beginning fat phanarosis?). 


SOURCES OF CUTANEOUS ELASTIN—A HYPOTHESIS 

In the foregoing pages it has been assumed that the excess elastin 
was a matter of normal, local metabolism. By analogy with amyloid 
infiltration and xanthoma, however, a general circulatory role is theo- 
retically possible, substituting preelacin for preamyloid. During the 
examinations of sections of senile elastosis, | have been constantly 
impressed with the manner in which the collagen bundles have assumed 
a denser structure and have become more and more serpentine and 
involved in their course—in short, they have acquired the morphologic 


qualities of elastic substance. It is not difficult to imagine a progressive 


infiltration of a fibrillar structure like the collagen bundle with the more 
hvaloid, denser substance of elastin. This, of course, would presuppose 


a soluble substance—a concept like that of Unna, as he attempted to 
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explain the elastin-collagen interrelationships. An additional factor that 
has appealed to me is the repeated report of hyaloid thickenings around 
the blood vessels by Besnier and Balzer ** and by Labadie.** The 
illustrations in the communication of the latter author provoke thoughts 
of an infiltration from the blood, and fror the fact that Besnier and 














. 8—Senile elastosis; same patient as in figvres 6 and 7. The elastic tissue 
was red, as is shown in figure 2; it reproduced black photographically. This con- 
dition could pass for pseudoxanthoma elasticum histologically. Sudan III stain, 
with weak hematoxylin counterstain. 


Balzer ** and Jager ** took pains to eliminate amyloid infiltration from 


the situation, the same thought perhaps also occurred to these authors. 
In the absence of proof that the excess elastic material in the skin 
actually arrived there from preelastin, only analogy with amyloid (also 


54. Labadie, J. H.: Colloid Degeneration of the Skin, Arch. Dermat. & Syph. 
16:156 (Aug.) 1927. 
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a hyaloid substance) together with certain suggestive, albeit circum- 
stantial, clinical and other evidence remains to be invoked. For instance, 
elastic tissue is a substance that notoriously disappears from internal 
parts during senescence, particularly from the arteries and lungs; con- 
versely, it is found in the skin in excessive quantities during senescence. 
Storage in the skin through transportation by the blood, involving 
colloidal adsorptive phenomena, in the presence of an elastin-surcharged 
plasma is not difficult to imagine. Elastin, inert like cartilage, is a 
singularly likely candidate for colloidal interplays. Under this hypothe- 








lig. 9—Senile elastosis (F. S. in the accompanying table). This illustration 
shows that elastic tissue can be demonstrated in hematoxylin and eosin prepara 
tions. The elastic tissue lies as a fine-grained substance immediately under the 
epiderm. 


sis, the occurrence of the presenile cutaneous deposits of Kissmeyer 


and With ** would only presuppose some focus of disintegrating elastic 


tissue, as in pulmonary tuberculosis, quite apart from any factor of age. 

Senile Elastosis and Lupus Erythematosus——In this connection, the 
identity of the distribution of lupus erythematosus and senile elastosis 
is almost startling; the seats of predilection of senile elastosis as 
cataloged by Kissmeyer and With are as follows: The cheeks, forehead, 
backs of the hands and occasionally the scalp—the precise sites at 
which lupus erythematosus appears when it is widely distributed ; the 
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“bridge of the nose” is frequently specified, in addition, in (clinical) 
colloid degeneration. In harmony with this, the coinciding distribution 
of rosacea and lupus erythematosus would supply the vascular factor 
that would favor elastinous increments. Too, elastic hyperplasia is 
a consistent accompaniment of lupus erythematosus ; Arzt *° encountered 
it in his material, and Kyrle located it at an early age (from 30 to 40 


vears) in twenty cases; only by finding it in young patients could 


the conceded complicating factor of physiologic senile elastosis be 
removed. Again, the established fact that lupus erythematosus is 
aggravated by ultraviolet irradiation is in accord with the acknowledged 
effect of exposure to the weather in inducing elastosis. Both dermatoses 
are provoked or aggravated by a common agent. 














Fig. 10.—Senile elastosis, as in figure 9, but stained by Weigert’s differential 
method for elastic tissue. 


To this assemblage of evidence apparently linking up lupus erythema- 
tosus and senile elastosis might. be added the moot tuberculosis role 
in lupus erythematosus. For instance, in assuming tuberculosis of the 
lungs as predisposing to senile elastosis (development of preelacin), 
the role of the latter in predisposing to lupus erythematosus as outlined 
heretofore would explain the linking of pulmonary (or other visceral) 
tuberculosis and lupus erythematosus, without the intervention of the 
tubercle bacillus. In short, there are a number of factors, scattered 
it is true, that “tie in.” Of these factors, the identical distribution 
possible in the two diseases appears the weightiest. 

The remaining problem, namely, the modus operandi of the irritant 
phase, is speculative. Whether a circulating preelacin would always 
be bland and remain innocuous as first deposited in the skin, or whether 
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its composition would vary from person to person, sometimes bland, 
sometimes irritant, is left for future investigation to decide. I can 
hold no brief for this hypothesis in the absence of experimental tests. 
I realize that all this is a matter of imagery, perhaps only rhetoric, 
at present, but I cannot dismiss the thoughts provoked by the suggestive 
combination of evidential items just recounted. 











Fig. 11—Senile elastosis, as in figure 10, but showing the details of the elastic 


structure. 
At this point senile elastosis is discontinued, and the remaining 
members indicated in the Kissmeyer and With synopsis are taken up. 


Elastic Degeneration in Scars.——There is ample evidence of the 


propensity of elastic tissue to develop in relation to scars. Michelson 
and Ikeda illustrated this in their paper on the histopathology of 


55. Michelson, H. E., and Ikeda, K.: Microscopic Changes in Variola, Arch 
Dermat. & Syph. 15:139 (Feb.) 1927. 
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variola; fibers were scarce within the scar, but were massed at its 
margin, at least subepidermally. Iljina °° related that scars occurred in 
patients with various conditions, such as carcinoma of the skin, lupus 


erythematodes, sarcoid of Boeck, papular syphilis and cornu cutaneum, 


and even in those without any obvious dermatosis. He referred the 
dermatoses to the group of pseudocolloid degeneration of elastica of 
Arzt, asserting that they were independent, apparently congenital 


diseases. 


Morphea.—In this fibrosing state, the ivory or yellowish discoloration 
consistently present and conventionally quoted at once invites thought 
of a possible elastic and fatty intermixture. I do not know that it 
has ever been demonstrated by a specific fat stain. The same “ivory” 
effect has also been described in senile elastosis, in which it will be 
recalled fat was demonstrated by specific fat stains. The extent to 
which morphea may simulate pseudoxanthoma elasticum was indicated 
in a recent presentation by Howard Fox’ before the New York 
Dermatological Society. Three members made the diagnosis of 
pseudoxanthoma elasticum, but subsequently prepared histologic sec- 
tions favored early morphea. 


Elastic Degeneration in Striae——Most likely, the yellow lines 
described in connection with the transverse striae of the knees after 
typhoid fever are referable also to degenerative elastic tissue. Jadas- 
sohn *§ has cited them in a boy of 12, on the knees, shoulders, elbows 
and thighs. As he indicated, these striae probably represent linae albi- 
cantes or striae atrophicae secondary to the wasting processes, which 
develop fibrous overgrowths or elastic tissue hyperplasia to serve as the 
basis for a secondary fatty change. (Incidentally, calcification ensued 
on the elastic degeneration when osteomyelitis developed.) I can see how 
stress had been involved at one or another time to provoke the hyper- 
plasia of the connective tissue. It is possible that the fibrous moiety 
becomes atrophic or hyaline, or at least more transparent, pro rata, than 
the elastic tissue. If a fatty degeneration takes place in the elastic tissue 
as part of the local linear atrophic processes, it would become conspicu- 
ous by contrast, being expressed as yellow and distributed, of course, 
in conformity with the (linear) distribution of the atrophy. 

56. Iljina, A.: Ueber eigenartige Veranderungen des elastischen Gewebes der 
Haut, Venerol. i dermat. 4:158, 1927. 

57. Fox, Howard: A Case for Diagnosis (Pseudoxanthoma Elasticum vs. 
Morphea), Arch. Dermat. & Syph. 22:1128 (Dec.) 1930. 

58. Jadassohn, J.: Ueber Kaltmetastasen in der Haut, Arch. f. Dermat. u. 
Syph. 100:317, 1910. 
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Incidentally, Dreuw employed teasing technic on his material,*® a 


much neglected method now that histologic sections are in vogue. Teas- 
ing technic has a decided place when one is dealing with long bundles, 
such as are concerned in collagenous and elastic architecture, and in 














Fig. 12.—Senile elastosis (F. B. in the accompanying table). Weigert prepara- 
tion, illustrating the nonzonal distribution of the process. (This process was unlike 
that in Throne and Goodman's case, but compared favorably with that in Kiss- 
meyer and With’s case.) 


which the relation of one to the other enters the situation. It might 
save future workers embarrassment to note that at first the elastic fibers 

59. Dreuw: Elastic Degeneration in Scars, Monatschr. f. prakt. Dermat. 36: 
629, 1903. 





IWEIDMAN—YELLOWING DERMATOSES 987 


were mistaken for mycelium, to the extent that preparations were sub- 
mitted to botanists for opinion, and that cultures were made. 


Colloid Acne (Not Colloid Milium).—Scar tissue with more or less 


secondary fatty degeneration is probably also the basis of colloid acne. 


Greenbaum °*’ recently offered old acne scars as the nidus, but it is 
probable that scars other than those of acne can be and are responsible. 
The cause of the jelly-like change may be the same as in colloid degenera- 
tion; on the other hand, the certain presence of sebaceous glands must 
leave the way open for an additional liquefying factor in them. 
Labadie’s ** case of colloid degeneration of the skin was probably 
a gigantic, compound colloid milium. The lesion was a solitary one, 
at the site of a trauma on the forehead immediately above the nose. 
So-called adenoma sebaceum senilis is prone to develop at this site, 
and it is possible that in addition to scar formation there was damage 
to the sebaceous apparatus, and that fatty secretions were not adequately 
disposed of ; this might have constituted a continuous low grade ‘irritant 
to explain the chronic course of the disease. In any event, the lesion 
was yellow, and a glairy material was expressible. It was a mucoid 
degeneration, combined with a fatty degeneration, possibly with a 
secondary development of scar formation. Apparently van Gieson’s 
stain was not employed as a test for colloid. Labadie’s photomicro- 
graphs are excellent; the predilection of the hyaloid material for peri- 
vascular positions at once prompts thoughts of amyloid; however, there 
are many other places in the sections where the material is obviously 
not amyloid and where the disease is clearly of the collagen bundle. 
If it can be assumed that the yellow factors seen clinically are referable 
to the degenerate collagenous materials and not to the sebaceous glands 
which are so richly developed in this position, it is certainly the collagen 
bundles and not the elastic tissue that are the basis of the yellow change. 
Gilchrist’s °' most extensive case of colloid denegeration began 
when the patient was 1 year of age, with bullae around the joints. 
Scars resulted ; these, as well as certain subsequently developed traumatic 
scars, became yellow. Kissmeyer and With *’ abstracted A. M. H. 
Gray’s “case of recurrent bullous eruptions on the legs, in which numer- 
ous pinhead, yellow raised spots appeared.” Sections proved them 
to be “elastomas.” The patient had pulmonary tuberculosis and adenitis. 
Both Gilchrist and Gray’s cases thus followed or were associated with 
bullae and scars; Ketron found colloid (by van Gieson’s stain) in 
Gilchrist’s case, which, of course, tends to separate Gilchrist’s and 
60. Greenbaum, S.: Colloid Acne, Arch. Dermat. & Syph. 8:416 (Sept.) 1923. 
61. Gilchrist, T. C.: Colloid or Hyaline Degeneration of the Skin, Arch, 
Dermat. & Syph. 1:106 (Jan.) 1920. 
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Gray’s cases, but from the discussion of their presentation the histology 
was not unequivocal. In any event, bullae are not incompatible with 
the chronic, sclerosing atmosphere that surrounds “elastic degeneration 
in scars” in general. 


Pseudoxanthoma Elasticum.—In pseudoxanthoma elasticum it has 


been consistently demonstrated that the elastic tissue is fundamentally 

















Fig. 13.—Senile elastosis (L. B. in the accompanying table). Weigert prepara- 
tion, illustrating the transition between elastic fiber and collagen bundle morphology. 


concerned. Balzer ®* appears to be the only one who has demonstrated 
that fats were present ; it is doubtful that his case was valid for pseudo- 

62. Balzer, F.: Researches on the Anatomical Characters of Xanthelasma, 
Arch. de physiol. norm. et path. 4:64, 1884; quoted by Throne, B., and Goodman, 
H.: Pseudoxanthoma Elasticum, Arch. Dermat. & Syph. 4:419 (Oct.) 1921. 
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xanthoma elasticum, as the description would serve just as well for 
senile elastosis. Certainly the amounts of fat he found would not 


explain a yellow color clinically ; neither specific fat stains nor frozen 


sections were mentioned. Curiosity is at once aroused concerning the 
modus operandi of the deposition of the abnormal elastic tissue. Unfor- 
tunately, histopathology reveals nothing in addition to what was learned 
of senile elastosis ; pseudoxanthoma elasticum is almost identical with 
some senile elastoses, differing only in that the elastic tissue occurs 
consistently in a deep-seated stratum; that of senile elastosis is sub- 
epidermal as a rule. 

Recourse must be had at this juncture to the clinical data (Throne 
and Goodman). It should be pointed out that in the earlier cases 
there was a definite distribution, that is, over the upper part of the 
chest, extending to the axillae, on the inner aspect of the arms and 
on the abdomen. In the two cases that I have seen, the distribution 
was similar to that of Jadassohn’s white spot disease, and I felt that 
pseudoxanthoma elasticum could well be a matter of elastic degeneration 
in the scars of that disease. 

Recently pseudoxanthoma elasticum has been considered as a diag- 
nosis (see discussion of morphea) in sundry distributions that depart 
notably from the distribution originally described. Incidentally, morphea 
seems to have been established as the correct diagnosis in one such 
controversial case,°’ which once more raises the suspicion that pseudo- 
xanthoma elasticum is etiologically allied to elastic degeneration in 
scars. In future cases of pseudoxanthoma elasticum, attention should 
be paid particularly to the presence or absence of associated fibrous 
tissue excesses. Indeed, the color plate in Throne and Goodman’s 
paper ®* indicates white spots in the periphery of the diseased tissue 
which may well represent scars. 

The only etiologic distinction that has been conferred on pseudo- 
xanthoma elasticum is the fact that it can occur at an early age, in 
contrast to the other elastic degenerations. This naturally prompted 


9g 


thoughts of a congenital, hamartomatous basis.” 


SUM MARY 
1. A perspective of the pathologic changes, at least in the more 
obscure cases of yellowing dermatosis, is an additional avenue for arriving 
at a diagnosis; furthermore, while it sounds platitudinous, it is still in 
order to repeat that the linkage of the cutaneous pathologic process 
with analogous or correlated processes of the interior will throw 
light on the etiology of certain dermatoses. 


63. Throne and Goodman (footnote 62, second reference). 
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2. The substances that may occupy the skin and color it are given; 
the source, nature, kind of tissue affected and relation to clinical entities 
are discussed. 

3. The rather peculiar colloid degeneration met in the skin is com- 
pared with the colloid degeneration observed by the general pathologist ; 
it is recommended that cutaneous colloid be considered as that of “colloid 
milium,” that is, essentially gelatinous, and not yellow or positive to 
the van Gieson stain. In this light it should be added to the list of 
colloid degenerations already constructed by the general pathologist. 

4+. The term “adenoma” is employed too loosely in dermatologic 
language; the criteria for its use are outlined, with application to 
“adenoma sebaceum.” 

5. A review of the relevant literature suggests that Brugsch’s intra- 
dermal test for iron (employing potassium ferricyanide) and carotene 
as a vitamin are likely to be of service to dermatologists. 

6. Observations that I believe are original are as follows: submam- 
mary milia, affinities of carotene for epithelium and fat in frozen sections, 
the location of fat in xanthosis diabetica and the demonstration of free 
fat in the lesions of senile elastosis by means of specific fat stains. 

7. Attention is called particularly to the following facts: 1. Fatty 
degeneration of the hyperplastic elastic tissue in senile elastosis is a 
frequent (physiologic) accompaniment of cutaneous senescence. 2. 
Such degeneration is a common complication of scarring processes, 
perhaps including morphea. 3. Histologic observations per se do not 
form an adequate basis for a differential diagnosis between pseudo- 
xanthoma elasticum and senile elastosis. 4. Fatty degeneration of the 
hyperplastic elastic tissue is a hamartomatous phenomenon in pseudo- 
xanthoma elasticum. 

8. The similarity in the distribution of senile elastosis to that of 
rosacea and lupus erythematosus is pointed out; partly on the basis 
of this similarity a hypothesis is recorded involving an elastic tissue 


role (preelacin in the circulating blood) in the pathogenesis of lupus 


erythematosus. 
ABSTRACT OF DISCUSSION 

Dr. Ltoyp W. Kerron, Baltimore: This presentation of Dr. Weidman’s is 
too widespread in its scope for a general discussion. Therefore, I shall confine 
my remarks mainly to the two cases referred to in which I have been more or 
less interested. 

I had the good fortune last year to see the patient with colloid degeneration 
of the skin whose case I reported in 1918. At that time he was given one sub- 
erythema dose of roentgen-rays on the backs of the hands and on the affected ear. 
Shortly afterward a physician in his home town gave him another roentgen treat- 
ment to the hands alone, which apparently was rather intensive for he states 





WEIDMAN—YELLOWING DERMATOSES 99] 


’ 
‘ 


that considerable reaction followed, and when we saw him last year the central 


portions of the backs of both hands showed scarring and loss of hair. Around 


the border, however, and on the backs of the fingers where the rays had not 
been so concentrated, the disease had entirely disappeared, leaving the skin quite 
normal in appearance. The lesions on the ear, however, which had received only 
one roentgen treatment, had changed very little in appearance. It is interesting 
to note that the disease in this case, in certain locations, had disappeared after 
roentgen therapy that was not intensive enough to cause atrophy or loss of hair. 

Dr. Weidman has also referred to an extremely interesting case that Dr. 
Gilchrist presented before the clinical session of the American Dermatological 
Association in Philadelphia in 1919. In the discussion at that time I thought that 
the condition was one of colloid degeneration because of its reaction to van Gieson’s 
stain. Hazen thought, although the tissue to which he referred was damaged, that 
the reaction was more in favor of hyaline degeneration. Since reading Dr. Weid- 
man’s paper, I have been able to find a great many photomicrographs of slides 
that Dr. Gilchrist prepared. I was not able, however, to find any of the sections 
themselves. I went over all of these photographs with Dr. Rich, and he thought 
that the general appearance of the pathologic changes resembled much more amyloid 
infiltration of the skin than anything else. It is quite well known that amyloid 
cannot be identified by the use of van Gieson’s stain alone, and too many years 
have elapsed since I examined material from the case for me to remember whether 
or not amyloid was thoroughly ruled out. Very little is known about the chemical 
changes in the tissues associated with the various degenerative processes in the 
skin, and the use of staining methods for differentiation is often unreliable. Van 
Gieson’s stain is usually the one most frequently recommended for differentiating 
colloid and hyaline degeneration, the former appearing orange or yellowish brown, 
while the latter stains a deep red. Von Kahlden (see Mallory and Wright: 
Pathological Technic), however, claimed that true colloid may also stain a deep 
red. I fear that the confusion that exists in classifying these various degenerative 
and infiltrative processes will not be cleared up to any great extent until we know 
more about the real chemistry of the substances concerned, assuring us methods 


of identification more dependable than we have at the present time. 





THE INJECTION TREATMENT OF CAVERNOUS 
HEMANGIOMAS 


REPORT OF A CASE AND HISTORICAL REVIEW * 


Ss. E. LIGHT, M.D. 


TACOMA, WASH. 


Cavernous hemangiomas often present difficult problems from the 
standpoint of treatment. Radium therapy and surgical intervention 
are no doubt the treatments of choice in most cases. However, patients 
may be reluctant to undergo the risks and inconveniences of such treat- 
ment, and often there are cases in which the size or location of the tumor 
prevents the use of these methods. The following case is reported 
because of remarkable success obtained by the injection of sclerosing 
substances, such as are used in the treatment for varicose veins. 


REPORT OF A CASE 


History—An American salesman, aged 20, presented himself at the New York 
Skin and Cancer Hospital on June 10, 1930, service of Dr. Eugene F. Traub, com- 
plaining of a tumor in the region of the left ankle. This had been present since 


infancy, but during the last four years had increased in size and had become super- 
ficially ulcerated. He had also noted that increased activity, particularly much 
standing or walking, tended to increase the size of the tumor and to cause an 
aching pain in the leg. 

Examination.—The patient was in good health, and a general physical examina- 
tion gave negative results. There was an indefinite boggy enlargement involving 
the ankle and the entire lower portion of the left leg. In this region the leg was 
increased to about twice its normal size, and there was a tendency for this edema- 
tous mass to overhang the edges of the low shoe that the patient was wearing. The 
tumor itself and the areas adjoining were markedly edematous, and large tortuous 
veins could be seen emanating from the tumor. Pigmented, infiltrated, nevus-like 
patches of various sizes were scattered over much of its surface, and there were 
several superficial ulcerations. When the patient was placed in a recumbent posi- 
tion and the leg was raised, the edema and tumor-mass gradually subsided to about 
half the original size. Palpation then revealed an agglomeration of tortuous ves- 
sels and blood sinuses. 

A roentgenogram of the bones of the foot and ankle revealed nothing of signifi- 
cance. A biopsy of one of the superficial plaques was made; the following report 
was given: “The section shows numerous blood vessels about which there are 
inflammatory reactions. The connective tissue about the vessels shows a basophilic 
degeneration. Pigment is scattered through the normal connective tissue areas.” 
The Wassermann reaction was negative. 

* Submitted for publication, March 31, 1931. 

* Read at a meeting of the Clinical Society of the New York Skin and Cancer 

Hospital, Feb. 28, 1931. 
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Treatment and Course-——The patient was given Lassar’s paste for local applica- 
tion and was instructed to wear an elastic bandage. In addition, during the month 
following examination, four injections of a 75 per cent invert sugar solution were 
made into the large veins emanating from the main tumor. Improvement was 
remarkable. The mass was reduced to approximately half the original size; the 
ulcerations healed to a large extent, and all pain subsided. The injections were 
continued at regular intervals over a period of eight months, many of them being 
given directly into the large venous sinuses of the central tumor. The ulcerations 
healed quickly, and the swelling gradually subsided. Only the superficial nevi 
remained. The leg was then practically normal in shape, and the patient was able 
to stand on his feet for many hours without swelling or discomfort. He received 
a total of thirty-four injections, nine of which were of 30 per cent sodium sali- 
cylate, the remainder of 75 per cent invert sugar solution. 








Figure | 2 
Fig. 1—Massive hemangioma after four injections. 
Fig. 2—The same lesions after thirty-four injections over a period of eight 
months. Only the superficial nevi remain. 


REVIEW OF THE LITERATURE 


The idea of injecting irritating chemicals into blood vessels with the 


object of producing localized sclerosis is not new. Pravaz,* the inventor 


1. Unfortunately, no photographs were obtained of the original condition 
before treatment was started, when the lesion was overhanging the shoetop. The 
first pictures were taken after one month of treatment, but even then, much dis- 
tortion and swelling of the leg were apparent. 


2. Pravaz: Compt. rend. Acad. d. sc. 36:88, 1853. 
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of the hypodermic syringe, first employed this method in 1851, in an 
attempt to cure patients with aneurysms by the injection of ferric- 
chloride solutions. In the same year, Desgranges * and others of the 
Lyons school carried out this treatment in cases of varicose veins, using 
iodotannic acid with a certain measure of success. Two years later, in 
1853, both Chassaignac * and Follin® used the method in Paris, and 
presented cases before the Paris Société de chirurgie, but the former 
reported failures from septic complications. The next year, 1854, 
Giraldes ° presented before the same society a patient with angioma, 
treated with success by the injection of perchloride of iron. 

Previous to the introduction of this method of treatment for 
angiomas, the common methods of treatment were exceedingly painful 
and prolonged. In addition, sloughs and infections were almost the 
rule. In 1833, Macilwain* of London reported several cases in which 
treatment by the introduction of setons or pieces of thread was suc- 
cessful. Undoubtedly, his results were due to mechanical irritation and 
secondary inflammatory processes excited by the presence of the threads, 
similar to the irritation that is now produced in varicose veins by the 
injection of chemicals. About the same time, Lallemand,® in France, 
while using needles to control hemorrhage following operations for 
angiomas, observed that results were better at the sites of introduction 
of these needles, owing to the formation of fibrous tissue. In 1835, he 
reported considerable success with a combination of needles and 
pressure. Pressure was obtained by covering the spaces between the 
needles with many turns of waxed thread. Still later, Schmidt and 
Fitch,® in this country, advocated the use of heated needles to gain the 
same effect. Other procedures included subcutaneous incisions, pres- 
sure, the use of caustics and vaccination. However, success with these 
methods was uncertain, and they were soon dropped. 

The use of irritating chemicals, on the other hand, particularly iron 
compounds, was not discontinued so quickly. They apparently became 


popular and were used for many years.'° The dangers of these injec- 


3. Desgranges: Bull. gén. de thérap. 46:304, 1855. 
4. Chassaignac: Gaz. hebd. de méd., Paris 1:401, 1854. 
5. Follin: Bull. Soc. de chir. de Paris 4:170, 1853-1854. 
. Giraldes: Bull. Soc. de chir. de Paris 4:361, 1853-1854. 
Macilwain: Med.-Chir. Tr., London 18:189, 1833. 
Lallemand: Arch. gén. de méd., Paris 8:5, 1835. 
. Schmidt and Fitch: New York M. J. 4:66, 1850. 
_ Among the many advocates of this method in the treatment for angiomas 
one may mention: Alquie: Ann. clin. de Montpelier 1:193, 1853-1854; 5:104, 
1857-1858. Maisonneuve: Franc. méd. Paris 11:140, 1864. Keller: Jahrb. f. 
Kinderh. 8:133, 1866. Salzer: Ber. d. k. k. Krankenhaus, Wien, 1867, p. 159. 
Neiss: Bull. Soc. méd. de la Suisse Rom. 8:390, 1874. Anger: Courier méd. 
25:93, 1875. de Rigand: Treatment of Erectile Tumors by the Injection of 


Iron, Thesis, Paris, 1876. 
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tions, however, were not unknown. Bribosia,'! in 1875, wrote of the 
“Dangers of Iron Injections,” but it was not until 1884 that this sub- 
stance was finally abandoned as the cause of further fatalities, recorded 
by Weinlecher,’* in the treatment for varicose veins. The accidents 
arose from two causes: (1) iron is a coagulant of blood, and (2) sepsis 
was frequently introduced at the time of injection. Other substances 
tried at this time included chloral hydrate, silver nitrate, alcohol, citric 
acid, alum and acetic acid. Mouillard,'* in 1876, reported on the successful 
use of chloral hydrate for both varicose veins and hemangiomas. To pre- 
vent the occurrence of pulmonary emboli he made compression about 
the tumor by means of a metallic ring during the injection, and also 
for several minutes following each injection, so as to allow complete 
coagulation of the blood. He gave Omodei credit for first noting the 
coagulant action of chloral and for using it in the treatment for 
varicose veins. 

At the beginning of the present century, alcohol was being used 


quite extensively in the treatment for hemangiomas.'* Wuth '° reported 


satisfactory results with subcutaneous injections of alcohol. He gave 
Schwalbe '® credit for first using alcohol subcutaneously. Schwalbe 
obtained complete cures in such diseases as varices, aneurysms, vari- 
cocele, telangiectasias and cirsoid angiomas. In this country Gallant ‘7 
obtained excellent results in all but the largest tumors. He reported a 
series of 67 cases thus treated. Wyeth'® of New York introduced 
his method of treatment for angiomas with injections of boiling water 
in 1902. This method was very successful in his hands and with a 
few others, notably Reder '® in this country and Moser *° in Germany. 
Reder reported excellent results in some 96 cases. Many severe reac- 
tions and mutilating sloughs, however, have been produced by this 
method in less skilled hands, and it has never gained many followers. 

While Wyeth and his followers were working with hot water for 
angiomas, others in Europe were experimenting with the intravenous 

11. Bribosia: Courrier méd. 25:93, 1875. 

12. Weinlecher: Allg. Wien. med. Ztg. 29:157, 1884. 

13. Mouillard: Treatment of Erectile Tumors, Particularly by Injections of 
Chloral, Thesis, Paris, 1876. 

14. Among other advocates of alcohol were: Wuth: Beitr. z. klin. Chir. 26: 
667, 1900. Honsell: Beitr. z. klin. Chir. 32:251, 1901. Gallant: New York M. 
J. 78:966, 1903. Lilienfield: Beitr. z. klin. Chir. 38:2, 1903; Berl. klin. Wehnschr., 
Aug. 17, 1903. Schachter: Gydgyaszat 48:883, 1908. 

15. Wuth (footnote 14, first reference). 

16. Schwalbe: Virchows Arch. f. path. Anat., 1879, vols. 54-56 and 76. 
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injection of such substances as phenol, iodine and potassium iodide, 
arsphenamine, quinine, corrosive mercuric chloride, etc.*! Intravenous 
methods of treatment, however, were not popular during this era, and 
earlier results were viewed with much skepticism. But when Professor 
Linser ** reported a large series of cases with successful treatment by the 
use of 0.5 per cent solution of corrosive mercuric chloride, the 
skepticism began to wane, and new interest was aroused.  Linser’s 
results were confirmed by others; Génévrier ** reported marked success 
with quinine and ethyl carbonate (urethane), Professor Sicard ** and 
his co-workers of Paris with sodium salicylate, and Nobl** of Vienna 
with sugar solutions, and the skepticism changed to enthusiasm. 


COMMENT 

Today the injection method of treatment for varicose veins is 
generally accepted and preferred to all other methods. Many drugs 
have been tried, including sodium citrate, red mercuric iodide, the double 
hydrochlorate of quinine and urea, various sugar solutions and sodium 
chloride. Those most preferred in this country, however, are sodium 
salicylate, invert sugar, or quinine and ethyl carbonate. Dermatologists 
and surgeons have been slow to adopt these new chemicals in the treat- 
ment for hemangiomas, probably because they have been occupied with 
the development of the use of physical agents, such as radium, the 
roentgen rays, carbon dioxide snow and high frequency electric cur- 
rents. Juaristi,°° a Spaniard, and de Barnes,** a Frenchman, were the 
first in the modern era, I believe, to apply the recent developments in 
the treatment for varicose veins to angiomas. In 1925, Juaristi reported 
success with injections of 5 per cent aqueous solutions of chloral hydrate. 
He injected only 1 drop at each point of puncture. In 1927, de Barnes 
recorded excellent results with a mixture of equal parts of 25 per cent 
quinine hydrochloride solution and 25 per cent antipyrine solution. One 
cubic centimeter for each point of puncture was his maximum injection. 
The only fault he found with this treatment was that it took longer and 


required many injections. In 5 of 7 cases reported, he showed photo- 


21. Among the leaders in this field were: Tavel of Berne (Cor.-Bl. f. schweiz. 
Aerzte 34:617, 1904), Schiassi of Bologna (Semaine méd. 28:601, 1908), Linser 
of Tubingen (Med. Klin. 48:17, 1921) and, later, Génévrier (Bull. et mém. Soc. 
de méd. mil. franc. 15:169, 1921), Sicard (Gaz. d. hop. 95:1573, 1922) and Nobl 
(Wien. klin. Wehnschr. 39:1217, 1926). 

22. Linser (footnote 21, third reference). 

23. Génévrier (footnote 21, fourth reference). 

24. Sicard (footnote 21, fifth reference). 

25. Nobl (footnote 21, sixth reference). 

26. Juaristi, Victoriano: Arch. espa. de pediat. 9:96, 1925. 

27. de Barnes, LeRoy: Bull. et mém. Soc. nat. de chir. 53:504, 1927. 
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graphs of lesions about the face and lips both before and after treatment. 
Inspired by de Barnes, Auge and Cotsaftis ** then tried quinine and 
ethyl carbonate in a severe case with similar success. 

The majority of patients with angiomas may be treated and good 
results obtained by the use of radium, electrolysis or carbon dioxide 
snow. Radium is particularly efficient, and is usually the treatment of 
choice. On the other hand, there are occasions when physical methods 
are not feasible. This is most likely to occur in the cavernous type of 
angioma. The tumor may be too large or too deep for such methods, 
or it may be in a location where any resulting scarring or telangiectasia 
would be objectionable. Surgical removal is possible in many cases, 
but patients may be reluctant to undergo the risks and inconveniences 
of such treatment. In addition, the size and location of the tumor may 
prevent the use of surgical measures. The case herein reported well 
illustrates such a condition—a massive hemangioma, too large for treat- 
ment with radium or other physical means and in a location where one 
would hesitate to undertake any radical surgical procedure.” In such 
instances, one should consider the injection of irritating chemicals. 

The complications that may arise are the same as those that may 
occur in the injection treatment for varicose veins, namely infection, 
emboli, thrombophlebitis, ete. However, with proper technic and 
ordinary care, these may be largely discounted. According to Pennoyer,”® 
Sicard gave treatment in 325,000 cases without a single pulmonary 
embolus, and McPheeters and Rice *° in collected reports of 53,000 cases 
noted a mortality rate of only 0.0024, traceable to the injection. 


SUMMARY 
The majority of patients with angiomas may be successfully treated 
by means of radium, carbon dioxide snow, high frequency currents or 


surgical procedures. On the other hand, there are cases in which such 
methods are not feasible. This is most likely to occur in the cavernous 
type of angioma. In these cases, the injection of irritating chemicals, 


such as are used in the treatment for varicose veins, may prove 
successful. 

A case of massive hemangioma of the leg is reported which was 
not suitable for surgical intervention or treatment with physical agents. 
Remarkable success was obtained by the injection of sclerosing 


substances. 


28. Auge and Cotsaftis: Arch. Soc. d. sc. méd. et biol. de Montpelier 9:84, 1928. 

29. Pennoyer, G. P.: Injection Treatment of Varicose Veins, Ann. Surg. 91: 
416, 1930. 

30. McPheeters, H. O., and Rice, C. O.: Varicose Veins, J. A. M. A. 91:1090 
(Oct. 13) 1928. 
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The advantages of the injection method of treatment for hemangiomas 
are: (1) it may be used when other methods are impracticable; (2) no 
scarring is produced; (3) it is relatively painless, depending somewhat 
on the chemical used, and (4) it does not interfere with occupation, as 
the patient is ambulatory. 


403 Rhodes Medical Arts Building. 








LUPUS ERYTHEMATOSUS IN INFANCY AND iN 
CHILDHOOD * 


CLYDE L. CUMMER, M.D. 


CLEVELAND 


My interest in the occurrence of lupus erythematosus in infancy 
and in childhood was aroused by the two cases reported in this article. 
On their presentation at dermatologic meetings, comment was made on 
the rarity of this disease in early life. The subject seemed worthy 
of study, but the references in the literature were disappointing in their 
meagerness. There were a few brief articles about single cases, but the 
first review of the subject that I found was a thesis by Duplanté’ 
in 1905. In 1907 there appeared an article by Galewsky,? who had 
studied the literature carefully. It seemed desirable to carry on a 
search from that date, with examination of the articles written on the 
general subject of lupus erythematosus and especially the reports of 
society transactions. The latter method of attack proved fruitful, and 
I collected and analyzed these case reports, many of which unfortunately 
were fragmentary. 

It was necessary to set some arbitrary age limit for childhood, and 
15 years was selected. In other words, patients who were 15 years of 
age were included, but not those aged 16, so that this study comprised 
the first sixteen years of life. 


REVIEW OF THE LITERATURE 
At the second International Dermatological Congress in Vienna in 
1892, Morris * argued that lupus erythematosus is a distinct “pathologic 
entity,” differing entirely from lupus vulgaris, and he made the bald 
assertion that lupus erythematosus never occurs in childhood. In 1888, 
however, he* had presented before the Dermatological Society of 


London a girl, aged 15, with lupus erythematosus, the eruption having 
begun at the age of 13. Kaposi® stated that the majority of cases occur 
in middle life, although he had seen one case in a child aged 3. 
Galewsky’s * review may be summarized briefly as showing the point 
of view then current. He found that in the textbooks on children’s 








* Submitted for publication, Feb. 8, 1931. 

* Read at the Fifty-Fourth Annual Meeting of the American Dermatological 
Association, Toronto, Canada, June, 1931. 
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diseases by Bohn, Henoch and Monti, lupus erythematosus was not 
even mentioned. Jarisch, Kaposi and Veiel found that the disease was 
seen most frequently in middle life, as did Lesser, Neisser and Wolf, 
though Neisser referred to a case in a tuberculous child. Lenglet ° 
wrote that it was rare before the age of 17 years. Dubreuilh* wrote 
that “lupus erythematosus hardly requires to be mentioned here because 
it appears almost only in adults.” He mentioned four cases in children 
under 15 years of age, which he had found reported in the literature. 
These statements stimulated Galewsky to examine the literature. He 
found seventeen cases up to the tenth year, and twenty-four between 
the eleventh and the sixteenth year. 

The composite opinion that results from reading the standard text- 
books of the last quarter century is not unlike that which presented 
itself to Galewsky before he compiled the reported cases. Crocker ° 
stated that the youngest patient seen by him was 6 years of age, and 
that the condition is never seen in infancy. Jackson ® held that about 
two thirds of the cases occur in women, and that the disease seldom 
occurs before puberty. Hyde *® wrote that the disease usually appears 
first in the third decade of life, but may develop in childhood, middle 
age or old age. Hartzell?! asserted that it was unknown in infancy 
and infrequent in childhood and old age, and that it occurred most com- 
monly between the ages of 20 and 40. Darier** held that lupus 
erythematosus is rarely observed in childhood before the eighteenth 
year or in persons over 60 years of age. MacLeod ** expressed the 
opinion that the disease is essentially one of adult life, the usual age 
of incidence being between 20 and 45 years, and that it rarely begins 
in childhood or old age. Schamberg*™* stated that persons may be 
attacked at any age, but that the disease usually begins in the third 
decade of life. He mentioned having observed its occurrence in a 


6. Lenglet: La pratique dermatologie, quoted by Galewsky (footnote 2). 

7. Dubreuilh: Traité des maladies de l’enfance, quoted by Galewsky (foot- 
note 2). 

8. Crocker, H. Radcliffe: Diseases of the Skin, ed. 3, Philadelphia, P. 
Blakiston’s Son & Company, 1903, p. 823. 

9. Jackson: Diseases of the Skin, ed. 5, Philadelphia, Lea Brothers & Com- 
pany, 1905, p. 389. 

10. Hyde: Diseases of the Skin, ed. 3, Philadelphia, Lea Brothers & Com- 
pany, 1909, p. 640. 

11. Hartzell: Dermatology, Philadelphia, J. B. Lippincott Company, 1917, 


p. 361. 

12. Darier: Textbook of Dermatology, Philadelphia, Lea & Febiger, 1920, 
p. 573. 

13. MacLeod: Diseases of the Skin, New York, Paul B. Hoeber, Inc., 1921, 
p. 917. 


14. Schamberg: Diseases of the Skin, ed. 4, Philadelphia, W. B. Saunders 
Company, 1921, p. 309. 
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girl, aged 4+. Stelwagon’s*® opinion was that lupus erythematosus 1s 
not common and is essentially a malady of early and middle life, 
most patients being between 18 and 40 years of age. Knowles ** said that 
lupus erythematosus is of comparatively unusual occurrence, appear- 
ing in the majority of instances in women between the ages of 18 and 
40 years, and in exceptional cases at an early period. Pusey ** merely 
stated that the condition usuaily develops between the ages of 18 
and 40 years, with extreme limits of 3 years (Kaposi) and 71 years 


18 


(Crocker), while Ormsby ** said that the disease “usually appears 
in the third decade of life, in this particular presenting a contrast 
to lupus vulgaris. It may, however, first develop in childhood, middle 
age or old age. We have seen several instances in children.” Sutton ** 
commented that, as a rule, the disease appears at some time between 
the second and fourth decades of life. 

In Abt’s book on pediatrics, I was not able to find any reference 
to the subject. However, Fox *° gave an adequate description, stating 
that while the disease is almost entirely one of adults, it is occasionally 
seen in children. Andrews,” who has published the most recent Ameri- 
can text, stated merely that the lesions occur mainly in young adults. 

The actual trend of general opinion during recent years is probably 
reflected more accurately in the discussions of cases presented at meet- 
ings of dermatologic societies. The remarks cannot be given in detail 
because of the limitations of space, but all discussers, including Fordyce,”* 
Fox,** Zeisler,** Perutz,?> Kren,2° O’Donovan,** Parounagian,?* Scham- 

15. Stelwagon: Diseases of the Skin, ed. 9, Philadelphia, W. B. Saunders Com- 
pany, 1921, p. 791. 

16. Knowles: Diseases of the Skin, ed. 2, Philadelphia, Lea & Febiger, 1923, 


p. 297. 

17. Pusey: Principles and Practice of Dermatology, ed. 4, New York, D. 
Appleton & Company, 1924, p. 378. 

18. Ormsby: Practical Treatise on Diseases of the Skin, ed. 3, Philadelphia, 


Lea & Febiger, 1927, p. 764. 

19. Sutton: Diseases of the Skin, ed. 7, St. Louis, C. V. Mosby Company, 1928, 
p. 918. 

20. Fox, Howard: Skin Diseases, in Clinical Pediatrics, New York, D. Apple- 
ton & Company, 1930, vol. 16. 

21. Andrews: Diseases of the Skin, Philadelphia, W. B. Saunders Company, 
1930, p. 623. 

22. Fordyce: J. Cutan. Dis. 27:453, 1909. 

23. Fox: J. Cutan. Dis. 27:453, 1909. 

24. Zeisler: J. Cutan. Dis. 28:478, 1910. 

25. Perutz: Arch. f. Dermat. u. Syph. 133:97, 1921. 

26. Kren: Arch. f. Dermat. u. Syph. 133:97, 1921. 

27. O’Donovan: Brit. J. Dermat. 33:273, 1921. 

28. Parounagian, M. B.: Lupus Erythematosus Beginning at Six Years of 
Age, Arch. Dermat. & Syph. 5:819 (June) 1922. 
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berg and Wright,?” Ketron*® and Pick,*' either commented on the 
infrequency of the disease in childhood or gave its rarity as the reason 
for presenting their cases. In discussing O’Donovan’s case, Graham 
Little said that the condition was rare in children, and that although 
he had had charge of the cases of cutaneous diseases at Shadwell’s Chil- 
den’s Hospital for over twenty-five years, he had never seen a case that 
occurred in childhood. However, in 1919, at a meeting of the New 
York Dermatological Society, Trimble ** commented on the frequency 
with which such cases were seen as compared with their occurrence 
ten years before. In 1924, while discussing a case in a child, aged 6, 
Ormsby * said that this disease may occur more often in childhood 
than was formerly recognized. 

To recapitulate, some authors deny the occurrence of lupus ery- 
thematosus in infancy. While the majority state that the disease 
is essentially one of middle life, all seem to feel that it occurs infre- 
quently in childhood. In the discussions that are found in society 
transactions, similar views are expressed. Although there are occasional 
remarks, such as those of Trimble and Ormsby, indicating a conscious- 
ness that the disease occurs more often in children than was formerly 
recognized, the general opinion seems to be that lupus erythematosus 
is rare in childhood. Even in recent years, this presumed rarity has 
weighed against the diagnosis of lupus erythematosus in doubtful cases. 


REPORT OF CASES 
3ecause of the apparently general impression that the disease is 
rare in childhood, I report the histories of two patients observed in the 
outpatient department of Charity Hospital, Cleveland. 


Case A.—James W., a Negro boy, was admitted to the dispensary on April 11, 
1921, at the age of 4 years. He presented two patches in front of the left ear 
and one under the left eye; these were inflammatory, raised at the edges but 
depressed in the center and slightly scaly. There was general adenopathy. A 
diagnosis of syphilis was made by the physician who first saw him, and a pre- 
scription was given for mercury with chalk, U.S.P., to be taken by mouth. In 
August of the following year, the patient returned with a “chronic inflammatory 
process” in the nose. The Wassermann reaction was negative, but three intra- 
venous injections of arsphenamine were given. In July, 1923, the patient was 
brought in again with a complaint of poor appetite and general malaise. There 
were some adenopathy and what was described as “healing mucous patches” in 
the roof of the mouth. The Wassermann reaction was negative. He was seen 


29. Schamberg, J. F., and Wright, C.: Lupus Erythematosus, Arch. Dermat. 
& Syph. 14:602 (Nov.) 1926. 

30. Ketron, L. W.: Lupus Erythematosus, Arch. Dermat. & Syph. 16:660 
(Nov.) 1927. 

31. Pick: Zentralbl. f. Haut- u. Geschlechtskr. 34:401, 1930. 

32. Trimble: J. Cutan. Dis. 37:532, 1919. 

33. Ormsby, O. S., and Mitchell, J. H.: Lupus Erythematosus with an Exten- 
sive Eruption on the Trunk, Arch. Dermat. & Syph. 9:272 (Feb.) 1924. 








CUMMER—LUPUS ERYTHEMATOSUS 1003 


in February, 1926, with what were called “impetiginous lesions of the ear and 
scalp.” In December, 1926, it was noted that the “entire process now is probably 
a tuberculous one.” 

When first seen by Dr. LaRocco and me in January, 1927, the lesions on both 
cheeks (which had been present since 1921) showed erythema, superficial infiltra- 














Fig. 1 (case A).—Lesions on the face, in the nares, and on the lips. 











Fig. 2 (case A).—A, scarred areas on the scalp, with active lesions in the 
auricle and on the cheek. JB, sievelike scarring in the lesions on the scalp. 


tion and scaling. Behind the left ear was a more deeply infiltrating lesion, about 
the size of a pea. In addition, erythema, scaling and scarring were noted in the 


auricles, and areas of a cicatricial alopecia were seen in the scalp. Around the 


nares, extending to the mucosa, was an erythematous, infiltrated, scaling process. 
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There were flat, scaling erythematous lesions on the palms. In the same month, 
the case was presented at a meeting of the Cleveland Dermatological Society as 
one of lupus erythematosus, to which diagnosis no exception was taken. Shortly 
afterward, the patient was admitted to the wards of the hospital for observation, 
The following notes are abstracted from the hospital history. 

History—The father and mother were living and well. Nothing was known 
about the mother’s family, but the father’s mother and several of his sisters and 
brothers died of pulmonary tuberculosis. The- father had no symptoms referable 
to this condition. The patient had bronchopneumonia at the age of 14 months. 
There had been no other illness until the present one. For four or five months 
there had been many nosebleeds. There was neither hemoptysis nor night sweats, 
and the appetite was good. 

Examination—A_ physical examination by Dr. William Champion showed: 
The teeth were good. The tonsils were not enlarged. There was a small simple 
goiter. The submaxillary, anterior and posterior cervical lymphatics were enlarged 











lig. 3 (case A).—Flat, erythematous, slightly scaling lesions on the palm. 


and tender on both sides. The axillary, inguinal and epitrochlear glands were also 
enlarged on both sides. The heart and lungs were normal. The reflexes were 
normal. 

Examination of the nose and throat by Dr. H. L. McNeeley revealed an exten- 
sion of the eruption on to the mucous membrane of the vestibule, including the 
septum. Both pinnea were involved, the left one more markedly. The membranes 
of the eardrums were somewhat retracted. The tonsillar pillars were injected 
and the tonsils enlarged. 

No reaction was obtained to a 1: 10,000 dilution of tuberculin. The specific 
gravity of the urine was 1.006; no albumin, sugar or leukocytes were found. A 
blood count revealed: red blood cells, 3,750,000; white blood cells, 9,400, and 
hemoglobin, 65 per cent. The differential count of leukocytes showed no abnor 
mality, and another Wassermann reaction gave negative results. A small piece 
of skin was punched out of an active lesion under the chin. Microscopic study 
of sections showed a histologic picture typical of lupus erythematosus. 

Stereoscopic examination of the chest showed a slight thickening of the bron- 
chial branches leading up from the left hilus and slight thickening of the pleura 
over the upper left lobe. This was regarded as probably nontuberculous in origin. 
There was no evidence of active tuberculosis in either lung. Examination of thi 


accessory sinuses showed no evidence of sinusitis. 
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Course——From Jan. 29 to Feb. 8, 1927 (the duration of stay), the temperature 
ranged above 98.6 F., and the pulse rate, which was 105 on admission, was between 
72 and 80 from February 1 to 8, inclusive. 

On February 24, it was noted: that there were new lesions on the face, and a 
few scaling, erythematous lesions of follicular distribution on the forearms. On 
March 17, there were additional lesions on the face and arms and a few on the 
legs below the knees. On June 23, it was noted that the lesions on the arms 
were involuting as were some of those on the face. On June 7, the patient received 
an intravenous injection of 10 mg. of gold sodium thiosulphate, followed by 25 
mg. on July 8. After the latter, there were marked fever, apathy and loss of 
appetite, which continued for more than ten days. Marked improvement was 
noted within a fortnight, and four months later the skin was apparently clear, 
though the nares showed excoriations and bloody crusts. He was seen at intervals 
subsequently, and when last observed, on Jan. 5, 1921, showed no evidence of the 
disease except sievelike scarring in the auricles and bald scarred areas in the 
scalp, all entirely healed. 

Case B.—Sylvia P., a white girl, was admitted to the dispensary on Feb. 11, 
1928, at the age of 15. At this time, she complained of an eruption on the face, 
which she stated had been present for four years, i.e., since the age of 11. It 
was noted at that time that there were active lesions and several atrophic scars, 
the largest showing some scaling in the center. She was given boracic acid oint- 
ment for local use. 

When first seen by me, on Dec. 31, 1928, there was a small atrophic scar about 
1 cm. in diameter on the left cheek. Surrounding this was an area of induration 
and erythema, showing some scaling. On the left side of the nasal bridge was 
another lesion of about the same size showing elevation, erythema and scaling, 
while there was a similar but smaller area on the right cheek. Further questioning 
elicited the statement that these lesions had been present for at least six years. 
On the palmar surfaces of the tips of the fingers were numerous irregularly cir- 
cular, depressed scars about the size of buckshot or a little larger. On the dorsum 
of the left index finger was a small, red shotty papule. There were erythematous 
patches on the knee and a flat atrophic scar on the right knee. 

A diagnosis of lupus erythematosus was made and intravenous injections of 
gold sodium thiosulphate were instituted. She was given 15 mg. on July 9, 1925, 
25 mg. on July 16, 1929, and 25 mg. on August 6, with a subsidence in the inflam- 
matory reaction and a decrease in size of the lesions. On August 20, she received 
25 mg., and a week later the same amount; a note was made at this time that the 
lesions were about cured. On September 8, 25 mg. was given. The patient was 
not seen again until October 3, when the face was much worse, presenting bilateral 
symmetrical scaling areas on both cheeks and on the bridge of the nose. No 
further gold therapy was given. When seen last on Aug. 18, 1930, the lesions 
were still red and scaling. It has been almost impossible to secure any cooperation 
from this patient, so that photographs, and the results of biopsy or laboratory 
work cannot be presented. 


RELATIVE FREQUENCY OF LUPUS ERYTHEMATOSUS 

It would be of value to know exactly how frequently lupus erythe- 

matosus occurs in childhood. It is difficult to attack this problem 

statistically to any practical advantage, but the following reports give 
some conception of the age incidence of lupus erythematosus. 
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Sequeira and Balean** found, in a study. of 71 cases at the 
London Hospital, that there were 8 patients (1 per cent) under 
the age of 16 years. The distribution of these cases according to years 
and sex is given in table 1. 

In 1901, Rona ** reported that he had observed 53 cases of lupus 
erythematosus from 1886 to 1901. Of the female patients three were 
2 years of age, one was 16 years, one 18 and one 19. Among the male 
patients the youngest was 17 years of age. In brief, only three of the 
group, or 5.6 per cent, were less than 16 years of age. 

Olessoff ** reported a series of 122 cases of lupus erythematosus 
discoides, 95 in females and 27 in males. Six of these patients, or 
4.9 per cent, were 15 years of age or younger, the youngest being 
12 years old. 

Through Dr. George Miller MacKee and Dr. Howard Fox, I have 
been furnished with statistics from their clinics at the New York 


TaBLe 1.—The Distribution of Sequeira and Balean’s Cases 





Age, Years Female 





Post-Graduate Medical School and Hospital, and the University and 
Bellevue Hospital Medical College of New York University, respectively. 

In the Department of Dermatology and Syphilology of the New 
York Post-Graduate Medical School and Hospital from June, 1927, 
to Nov. 1, 1930, there were 81 cases of lupus erythematosus. Of these 
patients there were only two (2.5 per cent) below the age of 16 years; 
these were both girls and both were 13 years of age. There were a 
boy 16 years of age and a girl 18 years of age in the group.* 

In the Department of Dermatology and Syphilology of the University 
and Bellevue Hospital Medical College of New York University, a 
search of the records from 1913 to 1930 showed a total of 261 cases 
of lupus erythematosus. Only 6 (2.3 per cent) of these patients were 
less than 16 years of age.** 

The statistical facts obtained from this survey are summarized in 
table 3. 


34. Sequeira and Balean: Brit. J. Dermat. 14:367, 1902. 

35. Réna: Arch. f. Dermat. u. Syph. 56:381, 1901. 

36. Olessoff: Arch. f. Dermat. u. Syph. 156:465, 1928. 

37. MacKee, G. M.: Personal communication to the author. 
. Fox, H.: Personal communication to the author. 
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Sequeira *° gave the ages of 143 patients as follows: Five of the 
number (3.5 per cent) were under the age of 10 years; only one of 
these was a boy. He stated that the youngest was 5 years of age. 

Warde *° reported 30 cases of lupus erythematosus from Blackfriars 
Hospital, London. Of this group of patients, 2 (6.6 per cent) were 
between the ages of 1 and 10 years, and 3 between 10 and 20 years. 


Taste 2.—Cases in Children at the University and Bellevue Hospital 
Medical College 





Age, Years 3 , Female 


TaBLe 3.—The Incidence of Lupus Erythematosus Up to the Age of 16 Years 











Patients Up to 15 Years of Age, Inclusive 
—_-< 





Total Cases in pemienaencccmmamtia 
Author Series Number Per Cent 


Sequeira and Balean..... 3 11. 
Rona 

Olessoff 

Pas badendes dees 


NT GE ia 5 noc icdardcecscces 


TaB_e 4.—The Incidence of Lupus Erythematosus in the First Two Decades 
of Life 





Patients Up to Patients Up to 
10 Years of Age, 20 Years of Age, 
Inclusive Inclusive 
Total Cc 
Casesin Actual Per Actual Per 
Author Series Number Cent Number Cent 
Sequeira ‘ 5 3.5 
Warde § 2 6.6 
Freund (discoid type) 5 2 0.39 
Ehrmann and Falkenstein (acute exacerbation) ee se 
Ehrmann and Falkenstein (chronic type) 


Freund,* in his statistics of 507 cases, mentioned 2 cases of lupus 
erythematosus discoides in patients between the ages of 1 and 10 years 
and 33 in patients from 11 to 20 years. 

Ehrmann and Falkenstein‘*? found in the literature 79 cases of 
lupus erythematosus with acute exacerbation. Twelve of the patients 


39. Sequeira, J. H., in Allbutt and Rolleston: System of Medicine, New York, 
The Macmillan Company, 1911, vol. 9, p. 496. 

40. Warde, Wilfrid B.: Brit. J. Dermat. 14:380 and 447, 1902. 

41. Freund: Dermat. Wchnschr. 89:1939, 1929. 

42. Ehrmann and Falkenstein: Arch. f. Dermat. u. Syph. 141:408, 1922. 
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were between the ages of 10 and 20 years. They found 130 cases 
of chronic lupus erythematosus. Six of the group were between the 
ages of 10 and 20 years. 

Throne ** studied 38 patients with the discoid type of lupus erythe- 
matosus. Their ages ranged from 17 to 50 years. 

Among 30,000 hospital cases Wild ** had 142 patients (0.47 per 
cent) with lupus erythematosus. The youngest female patient was 
15 years of age. In his private practice, the number of cases of lupus 
erythematosus was higher, being 2 per cent. The youngest patient was 
a girl, aged 14. 

Schmidt *° collected 33 cases of acute lupus erythematosus from the 
literature, 11 of which were in patients from 15 to 20 years of age. 
The youngest patient was 15 years old. 

To summarize, the significant facts are that a few authors report- 
ing fairly large series of cases observed none in early childhood, but 
that almost all who reported such series either observed personally 
or collected from the literature instances in childhood. A table combin- 
ing the reports of several workers on 588 cases showed a total of 25 
cases in patients up to 15 years of age, (an average of 4.2 per cent). 
Furthermore, table 4 shows that the percentage of cases in the second 
decade of life ranged from 4.6 to 15.2. 

The series of collected cases follows. This does not include cases 
mentioned in the foregoing statistical tables, as far as could be deter- 
mined, but there is a possibility of repetition. 


CASES COLLECTED FROM THE LITERATURE 


Case 1 (Abramowitz 46).—G. M., a girl, aged 13, born in the United States, 
had had lesions on the nose and cheeks, behind the ears and within the helix of 
one ear for one year. 

Case 2 (Abramowitz 47).—A boy, aged 4 years, of Russian Jewish parentage, 
had had lesions on the forehead, cheeks, upper lip and back of the scalp for three 
years, with slight intermissions; there were also patches on the tongue and the 
hard and soft palates. 

Case 3 (Abramowitz 48).—A girl, aged 19, born in Russia, had had acnitis on 
the face for nine years; there were many scarred lesions on the upper and lower 
extremities. The diagnosis included papulonecrotic tuberculid. Improvement fol- 
lowed injections of gold and sodium thiosulphate. 


43. Throne, B.: Lupus Erythematosus, Arch. Dermat. & Syph. 12:33 (July) 
1925. 

44. Wild: Brit. M. J. 2:316, 1913. 

45. Schmidt, Willy: Dermat. Ztschr. 21:28, 1914. 

46. Abramowitz: J. Cutan. Dis. 37:344, 1919. 

47. Abramowitz, E. W.: Lupus Erythematosus of the Face and Mouth in a 
Boy Four Years of Age, Arch. Dermat. & Syph. 5:815 (June) 1922. 

48. Abramowitz, E. W.: Lupus Erythematosus Papulonecrotic Tuberculid and 
Acnitis, Arch. Dermat. & Syph. 19:501 (March) 1929. 





CUMMER—LUPUS ERYTHEMATOSUS 1009 


Altman 4 reported a case that was evidently the same as case 3. 

Case 4 (Alderson and Way %°).—In a girl, aged 15, a typical eruption had 
been present on the face for nine months. The lesions subsided after five injections 
of gold and sodium thiosulphate. A reaction occurred after the fifth injection. 

Case 5 (Audry 51).—In an epileptic girl, aged 13, who had taken bromides, 
bullous eruptions developed. Lupus erythematosus appeared later on the site of 
the lesions. 

Case 6 (Bechet 52).—A woman, aged 20, had lupus erythematosus of the scalp. 
The lesions had been present for ten years. 

Case 7 (Bechet 5*).—A white woman, aged 24, had lesions on the nose, one 
cheek and both ears. The condition had been present for nine years. 

Case 8 (Bechet 54).—M. W., a girl, aged 13, had had involvement of the face 
for nine months. After twelve injections of gold and sodium thiosulphate, the 
lesions healed, leaving peculiar scars. 

Case 9 (Bechet 5>).—E. S., a woman, aged 28, had had lupus erythematosus 
for thirteen years. The condition first appeared on the face, and became dissem- 
inated two years before presentation. 


Case 10 (Bechet **).—J. J., a boy, aged 12, had had the discoid type of lupus 
erythematosus, involving the face, for one year. 


Case 11 (Beetham and Eurich 57).—A girl, aged 15, had the disseminated form 
of lupus erythematosus, with bullae on the malar areas. Death occurred. 

Case 12 (Bender 58).—In a woman, aged 22, the onset occurred at the age of 
14. The condition healed only following irradiation of the glands of neck. 

CasE 13 (Bernhardt 5®).—A girl, aged 10, showed the confluent discoid type 
of the disease, involving the face. 

Case 14 (Blatt ®°).—A girl, aged 11, had acute lupus erythematosus of the 
hands and fingers. There was a typical papulonecrotic tuberculid on the lower part 
of the leg. 

Case 15 (Blumenthal *).—A girl, aged 17, had had the disease for three years; 
one cheek was involved. The glands of the neck had been removed when she 
was a child. She had been treated for disease of the lungs at the age of 7. 


49. Altman: Lupus Erythematosus, Acnitis and Papulonecrotic Tuberculid, 
Arch, Dermat. & Syph. 18:328 (Aug.) 1928. 

50. Alderson and Way: California & West. Med. 28:809, 1928. 

51. Audry: Ann. de dermat. et syph. 5:172, 1904. 

52. Bechet, P. E.: Lupus Erythematosus of the Scalp, Arch. Dermat, & Syph. 

:507 (March) 1930. 

53. Bechet, P. E.: Lupus Erythematosus, Arch. Dermat. & Syph. 17:886 
(June) 1928. 

54. Bechet, P. E.: Linear and Semicircular Scars Associated with Lupus Ery- 
thematosus, Arch. Dermat. & Syph. 18:615 (Oct.) 1928. 

55. Bechet, P. E.: Treatment of Lupus Erythematosus with a Gold Prepara- 
tion, Arch. Dermat. & Syph. 20:257 (Aug.) 1929. 

56. Bechet, P. E.: Lupus Erythematosus in a Child, Arch. Dermat. & Syph. 
20:738 (Nov.) 1929. 

57. Beetham and Eurich: Brit. M. J. 2:1404, 1909. 

58. Bender: Verhandl. d. deutsch. dermat. Gesellsch. 10:376, 1908. 

59. Bernhardt: Arch. f. Dermat. u. Syph. 111:531, 1921. 

60. Blatt: Zentralbl. f. Haut- u. Geschlechtskr. 26:474, 1928. 

61. Blumenthal: Arch. f. Dermat. u. Syph. 119:8, 1914-1915. 
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Case 16 (Boeck ®2).—A girl, aged 12%, had the discoid form of the disease 
on the face. Scrophulotuberculosis was present. 

Case 17 (Boeck ®?).—A girl, aged 11, had had the discoid type of the disease, 
involving the face, for six years. There had been suppuration of the glands of 
the neck for three years. 

Case 18 (Boeck ®?).—A girl, aged 12, had the disseminated form of lupus ~ 
erythematosus. Swollen glands and lichen scrofulosorum were noted. 

Case 19 (Boeck ®?).—A girl, aged 13, had the disseminated form of lupus 
erythematosus, scrofulous eczema and swollen cervical glands. 

Case 20 (Boeck ®*).—In a girl, aged 11, the face was involved. No tubercu- 
losis was found. 

Case 21 (Booth *4).—A girl, aged 11, had a lesion on the nose, the duration 
of which was not stated. Later, a patch appeared on the knee which was treated 
with radium. 

Case 22 (Brandweiner *).—A girl, aged 3, had the discoid form of the disease 
on one cheek. 

Case 23 (Brocq and Fernet ®*).—A girl, aged 14, had the subacute form of 
the disease, involving the face, head, breast, back and hands; the duration was one 
month. Tuberculosis of the lungs was present. 

Case 24 (Brown ®).—In a boy, aged 11, the process began with reddening and 
inflammation of the ears, which were thought to have been frostbitten. The lesions 
became disseminated four weeks later, followed by death. 

Case 25 (Bruusgaard ®*).—A woman, aged 25, first showed the lesions at the 
age of 12; a typical eruption appeared on the nose and cheeks. Swollen glands 
were noted. 


Case 26 (Bulkley ®).—In a woman, aged 45, the onset had occurred at the 
age of 15. The lesions extended to the entire scalp and face. 


Case 27 (Burmeister 7 ).—In a male patient (age not given) the onset occurred 
at the age of 14. 

Case 28 (Buschke 7!).—A girl, aged 12, showed involvement of the face, head, 
dorsum of the fingers and outer sides of both feet; the condition had been present 
for six months. Treatment with 4 amino-2 auro-thiophenol carbonic acid gave 
no results. 

Case 29 (Cannon 72).—In a man, aged 22, the tip of the nose and the lips were 
affected. There was a history of sensitiveness to sunshine. The condition had 
been present for ten years. 


62. Boeck, quoted by Roth: Arch. f. Dermat. u. Syph. 51:19, 1900. 

63. Boeck, quoted by Roth: Arch. f. Dermat. u. Syph. 51:272, 1900. 

64. Booth: Brit. M. J. 1:841, 1909. 

65. Brandweiner: Arch. f. Dermat. u. Syph. 117:862, 1914. 

66. Brocq and Fernet: Bull. Soc. franc. de dermat. et syph. 21:43, 1910. 

67. Brown: New York M. J. 106:931, 1917. 

68. Bruusgaard, quoted by Roth: Arch. f. Dermat. u. Syph. 129:367, 1921. 

69. Bulkley: J. Cutan. Dis. 29:26, 1911. 

70. Burmeister: Arch. f. Dermat. u. Syph. 64:420, 1903. 

71. Buschke: Zentralbl. f. Haut- u. Geschlechtskr. 22:841, 1927. 

72. Cannon, A. B.: Lupus Erythematosus Labialis, Arch. Dermat. & Syph 
13:279 (Feb.) 1926. 
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Case 30 (Cavafy **).—A woman, aged 22, had had involvement of the ears, 
nose, cheeks and backs of the hands for seven years. 

Case 31 (Chargin 74).—A boy, aged 3, had involvement of the face. 

Case 32 (Cole and Driver *5).—A girl, aged 18, had had patches on the cheeks 
and palate for three years. No benefit was derived from gold salts. 

Case 33 (Cole and Driver **).—L. K., a girl, aged 12, had had patches on the 
face and soft palate for five months. Marked improvement occurred after one 
injection of a gold preparation. 

Case 34 (Conrad 77).—A girl, aged 14, had shown lesions under the lobe of 
one ear and in the conchae and fossae of both ears for eighteen months. 

Case 35 (Crocker ®§).—Lesions were observed in a child, 10 years of age. 

Case 36 (Crocker §).-—Lupus erythematosus was noted in a child aged 6. 

Case 37 (Crosti?§).—In a boy, aged 12, the cheeks and, later, the hands and 
feet were involved. 

Case 38 (Cummer and LaRocco 7%).—Lupus erythematosus was observed in a 
male Negro, aged 11. (The details are given in this article [case A]). 

Case 39 (Cummer and LaRocco 8°).—A white girl, aged 16, presented erythem- 
atous lesions. (The details are given in this article [case B]). 

Case 40 (Davis §1).—A girl, aged 9, had chronic patches that cleared up within 
a few months, leaving pale, atrophic scarring. 

Case 41 (Delbanco §?).—A boy, aged 14, had lupus erythematosus and lymph- 
oma due to tuberculosis, as verified by inoculation of animals. 

Case 42 (Delbanco **).—A boy, aged 10, showed the discoid form of the 
disease. He had had tuberculosis from birth. Enlarged lymph glands showed 


tuberculosis on section. Several years later, after other operations for tuberculous 


glands, death occurred. 

Case 43 (Dubreuilh?).—A girl, aged 5%, presented lesions of lupus erythe- 
matosus. 

Case 44 (Duplante1).—In a girl, aged 15, the face and scalp were involved ; 
the onset occurred at the age of 8. 


73. Cavafy: Brit. J. Dermat. 9:328, 1897. 

74. Chargin, in discussion of Bechet (footnote 56). 

75. Cole, W., and Driver, J. R.: Lupus Erythematosus Recurring After Gold 
Therapy, Arch. Dermat. & Syph. 20:144 (July) 1929. 

76. Cole, W., and Driver, J. R.: Lupus Erythematosus, Arch. Dermat. & 
Syph. 20:583 (Oct.) 1929. 

77. Conrad, C. E.: Lupus Erythematosus, Arch. Dermat. & Syph. 15:89 (Jan.) 
1927. 

78. Crosti: Gior. ital. di dermat. e sifil. 67:422, 1926; abstr., Zentralbl. f. 
Haut- u. Geschlechtskr, 22:387, 1927. 

79. Cummer, C. L., and LaRocco, C. G.: Lupus Erythematosus, Arch. Dermat. 
& Syph. 18:949 (Dec.) 1928. 

80. Cummer, C. L., and LaRocco, C. G.: Lupus Erythematosus; Lupus Pernio, 
\rch. Dermat. & Syph. 20:419 (Sept.) 1929. 

81. Davis: Brit. M. J. 2:318, 1913. 

82. Delbanco: Arch. f. Dermat. u. Syph. 88:330, 1907. 

83. Delbanco: Monatschr. f. prakt. Dermat. 48:536, 1909. 
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Case 45 (Eddowes **).—In a girl, aged 14, the face and scalp were involved: 
the condition had existed for two years. 

Case 46 (Ehrmann and Falkenstein 42).—A girl, aged 8, presented the chronic 
form of lupus erythematosus. 

Case 47 (Ehrmann and Falkenstein 42).—A girl, aged 15, had the chronic form 
of the disease. 

Case 48 (Ehrmann and Falkenstein 42).—A girl, aged 11, had the chronic form. 

Case 49 (Ehrmann and Falkenstein 42).—A boy, aged 14, showed the chronic 
form. Tuberculosis of the lungs developed when he was 18 years of age. 

Case 50 (Ehrmann and Falkenstein 42).—A girl, aged 14, had the chronic form 
of the disease. 

Case 51 (Eliashoff §5).—In a girl, aged 16, the face, cheeks and ears were 
involved (variety of Jadassohn). The condition had been present for one and a 
half years. Cervical adenopathy was noted. Roentgenograms showed tuberculosis 
of the hilus and mediastinum. 

Case 52 (Erand 8¢).—A girl, aged 8, had the discoid form of lupus erythe- 
matosus, involving the head and face. 

Case 53 (Fox §7).—A girl, aged 8%, had the disseminated form of the disease, 
with a high temperature and prostration. 

Case 54 (Fox §8).—In an infant, aged 11 months (sex not stated), the nose, 
cheeks, upper lip and eyelids were involved; the condition had existed for three 
months and ended in death. 

Case 55 (Fraser §°).—A girl, aged 16, had had lesions for eighteen months. 

Case 56 (Fréche °°).—A boy, aged 5, presented erythematous lesions. 

Case 57 (Fréche °!).—In a girl, aged 5%, the face was involved; the lesions 
had been present for one and a half years. 

Case 58 (Frey 92).—A girl, aged 15, presented involvement of the nose and 
cheeks, of recent onset. Mikulicz’ symptom-complex developed. 

Case 59 (Fillenbaum %*).—In a patient, aged 24 (sex not stated), the discoid 
form of lupus erythematosus had been present for ten years. Enlarged glands 
were noted. The lungs were normal. 

Case 60 (Fiillenbaum °4)—In a girl, aged 16, the acute form, involving the 
cheeks and nose, had been present for four years. No tuberculosis was found. 

Case 61 (Galewsky 2?).—In a girl, aged 11%, the disease appeared between the 
ages of 5 and 6 years. The nose and ears were involved. 


84. Eddowes: Arch. f. Dermat. u. Syph. 117:907, 1914; Proc. Roy. Soc. Med. 
(Sect. Dermat.) 7:42, 1918-1914. 
85. Eliashoff: Bull. Soc. franc. de dermat. et syph. 31:33, 1924. 
86. Erand, quoted by Roth: Arch. f. Dermat. u. Syph. 51:28, 1900. 
87. Fox (footnote 20, p. 243). 
88. Fox (footnote 20, p. 241). 
. Fraser, J. F.: Lupus Erythematosus, Arch. Dermat. & Syph. 12:749 (Nov.) 


. Fréche, quoted by Roth: Arch. f. Dermat. u. Syph. 51:25, 1900. 
. Fréche, quoted by Duplanté: Thése de Montpelier, 1895. 

. Frey: Schweiz. med. Wcehnschr, 4:1147, 1923. 

. Fiillenbaum: Acta dermat.-venereol. 7:431, 1926. 

. Fiillenbaum: Acta dermat.-venereol. 7:439, 1926. 
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Case 62 (Gilmour %).—J. F., a white youth, aged 19, first showed the disease 
five years previously, after his ears had been frozen. It appeared as the dissem- 
inated form. 

Case 63 (Gilmour %*).—In a woman, aged 23, the process began nine years 


before on the face and cheeks. 

Case 64 (Godinho ®7).—A child, aged 13 (sex not stated), showed involvement 
of the cheeks, nose and forehead; the lesions had been present for several years. 
There was no evidence of tuberculosis. Gold therapy was followed by a reaction. 

Case 65 (Goeckerman °8).—A woman, aged 23, had had the disease for ten 
years; the location of the lesions was not given. There were demonstrable septic 
or tuberculous foci. 

CasE 66 (Goeckerman 9°).—A youth, aged 18, had shown the disseminated 
form of the disease for three years. He died of myocardial disease. 

Case 67 (Guth 19°) —In a girl, aged 15, the face and ears were involved; the 
the lesions had been present for three years. No evidence of tuberculosis was 
found. 

Case 68 (Hachez 1°1).—A girl, aged 18, had had lesions on the forehead, nose 
and one check since the age of 15. Healing followed the use of neoarsphenamine. 

Case 69 (Hartigan 1°2).—A woman, aged 27, had shown involvement of the 
scalp and face for twelve years. 

CasE 70 (Hartzell 1°%).—In a man, aged 24, the nose, cheeks and ears were 
affected; the lesions had been present for ten years. 

Cast 71 (Hartzell 1°*).—A girl, aged 14, showed involvement of the nose, 
cheeks and scalp; the lesions had been present on the face for one year, and on the 
scalp for a longer period. ‘ 

Case 72 (Haslund 1°5).—A girl, aged 14, had shown lesions on the nose for 
three months; a few enlarged glands were noted. 

Case 73 (Haslund 1°¢).—In a boy, aged 13, the cheeks and nose were involved; 
the lesions had existed for five years. Enlarged glands were found. 

Case 74 (Hallopeau 1°7).—A boy aged 15, had the disseminated form of lupus 
erythematosus. Pulmonary tuberculosis was present. 

Case 75 (Heidingsfeld 1°*).—A girl, aged 11, had had butterfly-shaped patches 
on the cheeks for two years. Treatment with 50 per cent resorcin in gelanthum 
was successful. 


95. Gilmour: J. Cutan. Dis. 31:110, 1913. 

96. Gilmour, W.: Lupus Erythematosus (Sequelae), Arch. Dermat. & Syph. 
15:714 (June) 1927. 

97. Godinho: Schweiz. med. Wchnschr. 8:38, 1927. 

98. Goeckerman: Ann. Int. Med. 2:428, 1928. 

99. Goeckerman, W. H.: Lupus Erythematosus as a Systemic Disease, J. A. 

. A. 80:542 (Feb. 24) 1923. 

100. Guth: Arch. f. Dermat. u. Syph. 109:157, 1911. 

101. Hachez: Dermat. Wchnschr. 75:678, 1922. 

102. Hartigan: Proc. Roy. Soc. Med. (Sect. Dermat.) 1:45, 1907-1908. 

103. Hartzell: J. Cutan. Dis. 29:500, 1911. 

104. Hartzell: J. Cutan. Dis. 34:230, 1916. 

105. Haslund: Ann. de dermat. et syph. 4:648, 1913. 

106. Haslund: Ann. de dermat. et syph. 4:645, 1913. 

107. Hallopeau: Ann. de dermat. et syph. 16:1093, 1895. 

108. Heidingsfeld: Cincinnati Lancet-Clin. 87:58, 1902. 
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Case 76 (Herxheimer 1°®).—A girl, aged 11, had lesions on the upper lip, 
cheeks and ears. There was scrofuloderma of the neck, shoulders and temple. 
Swollen glands were noted. The lungs were normal. 

Case 77 (Herxheimer 11°).—In a girl, aged 11, the nose, cheeks and face were 
involved ; the condition had existed for four years. No tuberculosis was seen. 

Case 78 (Herxheimer 111).—A girl, aged 14, had had lesions for one-half year. 

Case 79 (Herxheimer ™1).—A girl, aged 14, had the discoid form of lupus 
erythematosus, involving the nose, cheeks and gums. Autopsy showed broncho- 
pneumonia and no tuberculosis. 

Case 80 (Herxheimer 1°°).—A girl, aged 14, had lupus erythematosus. A 
3mall swollen gland was noted. 

Case 81 (Hess 112).—In a boy, aged 13, the face was involved; a generalized 
eruption followed sunburn while he was in bathing; the condition had been present 
for two years. Later, operation showed an intra-abdominal tumor consisting of 
tuberculous glands. 

Case 82 (Hirschler 113) .—C. D., a girl, aged 12, had six or eight plaques on the 
scalp; the face was not involved. The condition had existed for six months. 

Case 83 (Hoffmann !14).—In a girl, aged 16, the eruption began on the cheeks 
and ears, spreading to the nose and head and later to the fingers; the lesions had 
been present for six years. 

Case 84 (Jackson ™5).—In a youth, aged 18, lupus erythematosus had first 
been observed at the age of 14. After the removal of tuberculous glands, the 
lesions cleared up, but six or eight months later, lupus vulgaris developed on the 
face. 

Case 85 (Jackson 116).—A girl, aged 7, had butterfly-shaped patches on the 
face. 

Case 86 (Jamieson !17).—In a girl, aged 8, the face, hands and one forearm 
were affected. The initial lesion appeared as a result of exposure to the sun. The 
condition had been present for one year. 

Case 87 (Juliusberg 118).—A boy, aged 5, had lupus erythematosus. 

Case 88 (Kantor 11°).—A boy, aged 14, had lupus erythematosus, which cleared 
up after treatments with amino-auro-thiophenol carbonic acid. 

Case 89 (Kaposi®).—A child, aged 3, had lupus erythematosus. 

Case 90 (Kaposi !2°).—A girl, aged 15, had the acute form of the disease; the 
lesions had been present for six months. 


109. Herxheimer, quoted by Roth: Arch. f. Dermat. u. Syph. 51:32, 1900. 

110. Herxheimer, quoted by Roth: Arch. f. Dermat. u. Syph. §1:275, 1900. 

111. Herxheimer, quoted by Roth: Arch. f. Dermat. u. Syph. 51:277, 1900. 

112. Hess, J. H.: Generalized Lupus Erythematosus and Intra-Abdominal 
Tumor, Am. J. Dis. Child. 28:128 (July) 1924. 

113. Hirschler: J. Cutan. Dis. 33:638, 1915. 

114. Hoffmann: Arch. f. Dermat. u. Syph. 113:434, 1912. 

115. Jackson: J. Cutan. Dis. 15:134, 1897. 

116. Jackson: J. Cutan. Dis. 27:453, 1909. 

117. Jamieson: Brit. J. Dermat. 5:115, 1893. 

118. Juliusberg, quoted by Galewsky (footnote 2). 

119. Kantor: Zentralbl. f. Haut- u. Geschlechtskr. 19:714, 1926. 

120. Kaposi, quoted by Ehrmann and Falkenstein (footnote 42). 
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Case 91 (Kerl 121).—A girl, aged 7, had plaques on the forehead and scalp. 

Case 92 (Ketron 3°).—A boy, aged 8, had had the disease for two years; first 
there was a spot on the cheek, which almost disappeared; later, patches appeared 
on the backs of the hands and fingers. There was no evidence of tuberculosis. 

Case 93 (Konigsten 122).—In a boy, aged 9, the nose, upper lip and extremities, 
especially the elbows and knees, were involved. 

Case 94 (Klotz 122).—A youth, aged 18, showed involvement of one foot and 
the chest; the lesions had existed since the age of 2. 

Case 95 (Kreibich 124).—A woman, aged 22, presented the disseminated form 
of Boeck; the condition had been noted since the age of 15. There had been four 
separate eruptions, the last appearing after exposure to intense sunlight. The 
glands were swollen; sections did not show definite tuberculosis. 

Case 96 (Kreibich 125).—A girl, aged 19, had had the discoid form of the 
disease on both cheeks for four years. Later, lesions appeared on the neck, fore- 
head and one eyelid, becoming disseminated. Eighteen months later the patient 
died of miliary tuberculosis. 

Case 97 (Kren 126).—A girl, aged 19, had the disseminated form of the dis- 
ease. The hands had been involved for ten years, and the face for half a year. 

Case 98 (Lancashire 127).—In a girl, aged 10, one cheek and the nose were 
involved. A year before, while at the seaside, she had had a similar attack; the 
lesions cleared up, leaving no atrophy. 

Case 99 (Lane 128).—A white boy, aged 12, had a discoid eruption on the nose, 
cheeks and scalp and behind the ears; the lesions had been present for ten months. 
There was a gradual recession after twenty-four injections of gold and sodium 
thiosulphate. 

Case 100 (Leiner 12°).—In a girl, aged 12, the bridge of the nose and both 
cheeks were involved. There was also scrofuloderma of the neck. A papulo- 
necrotic tuberculid developed on the hands and soles. 

Case 101 (Leviseur 18°).—A girl, aged 18, first showed an eruption on the 
face, and later in the mouth; the lesions had existed for three years. There were 
no signs of tuberculosis. 

Case 102 (Liebersohn 131).—In a female patient the condition had been present 
since the age of 13. 

Case 103 (Little 182).—A girl, aged 14, showed a diffuse process of the cheeks, 
the inner canthus of one eye and the nose; the duration was not stated. Involution 


of several patches followed zinc-ion treatment. 


121. Kerl: Arch. f. Dermat. u. Syph. 117:874, 1913. 

122. Kénigsten: Arch. f. Dermat. u. Syph. 137:39, 1921. 

123. Klotz: J. Cutan. & Genito-Urin. Dis. 6:53, 1888. 

124. Kreibich: Arch. f. Dermat. u. Syph. 136:99, 1921. 

125. Kreibich: Arch. f. Dermat. u. Syph. 136:100, 1921. 

126. Kren: Zentralbl. f. Haut- u. Geschlechtskr. 18:339, 1926. 

127. Lancashire: Brit. J. Dermat. 26:404, 1914. 

128. Lane, J. E.: Lupus Erythematosus on Gold Sodium Thiosulphate Ther- 
apy, Arch. Dermat. & Syph. 18:471 (Sept.) 1928. 

129. Leiner: Wien. med. Wchnschr. 74:588, 1924. 
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Case 104 (MacKee 133).—A woman, aged 20, had a scar on the cheek from 
a lesion that existed eight years previously. A lesion had been present on the 
scalp for four years. After tuberculin treatment was instituted, patches appeared 
on the nose and dorsa of the hands. 


Case 105 (MacKee and Wise 1%4).—T. B., a girl, aged 11, had an eruption 
on the face, back of the hands, scalp and upper eyelids. 

Case 106 (MacLeod 135).—A boy, aged 8, had lupus erythematosus. MacLeod 
stated that this was his youngest patient with this disease. 


Case 107 (McDonagh 1%*).—A girl, aged 15, had acute lupus erythematosus 
of the face, neck and body. An operation was performed for peritonitis. No 
signs of tuberculosis were found. Death occurred, but autopsy was not permitted. 

Case 108 (Martenstein 137).—A girl, aged 14, had had tuberculosis of the skin 
for two years. Lupus erythematosus had been present for two months. There 
was a hyperkeratotic process on the bridge of the nose. The cervical lymphatic 
glands were enlarged. 

Case 109 (Martenstein 1°8)—A firl, aged 11, had erythema centrifuge and 
acute lupus erythematosus. The lesions cleared up following the use of amino- 
auro-thiophenol carbonic acid. The patient was observed for thirteen months. 

Case 110 (Martenstein 1°*).—In a woman, aged 21, a subacute process was 
present which cleared up after the use of amino-auro-thiophenol carbonic acid. 
The case was followed for twenty-nine and one-half months. 

Case 111 (Miethke 139) --A woman, aged 29, had had lesions since the age of 
12. A similar eruption had existed on the navel for three years and on the genitalia 
for two years. No tuberculosis was found. 

Case 112 (Miller 14°) —In a boy, aged 4 years and 7 months, the cheeks and 
conchae of the ears were affected. The onset occurred at the age of 4. 

Case 113 (Moberg 141).—A girl, aged 9, had had circumscribed lesions on the 
cheeks for one year. 

Case 114 (Moberg 141).—A girl, aged 7, had had two small lesions on one 
cheek for six months. 

Case 115 (Morris 4).—In a girl, aged 15, the face and the backs of the fingers 
were affected. The onset occurred at the age of 13. 

Case 116 (Nicolas, Lacassagne and Rousset 142).—In a youth, aged 17, the 
lesions had appeared on the fingers, nose and ears at the age of 3. For five 
months, the fixed type of lesion had been present on these areas. 


Case 117 (Nobl 14%).—A girl, aged 8, had shown lesions on the face at the age 
of 2; later they appeared on the extremities. 


133. MacKee: J. Cutan. Dis. 30:36, 1912. 

134. MacKee and Wise: J. Cutan. Dis. 33:537, 1915. 

135. MacLeod, J. M. H.: Lupus Erythematosus, Arch. Dermat. & Syph. 9:1 
(Jan.) 1924. 

136. McDonagh: Lancet 2:437, 1909. 

137. Martenstein: Zentralbl. f. Haut- u. Geschlechtskr. 4:322, 1922. 

138. Martenstein: Dermat. Ztschr. 47:309, 1926. 

139. Miethke: Monatschr. f. prakt. Dermat. 9:348, 1889; quoted by Roth: 
Arch. f, Dermat. u. Syph. 51:274, 1900. 

140. Miller: J. Cutan. Dis. 31:646, 1913. 

141. Moberg: Arch. f. Dermat. u. Syph. 107:52, 1911. 

142. Nicolas, Lacassagne and Rousset: Paris méd. 1:62, 1929. 

143. Nobl: Arch. f. Dermat. u. Syph. 107:111, 1911. 
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Case 118 (O’Donovan 27).—In a boy, aged 8, the cheeks, nose and ears were 
involved. The condition was first noted at the age of 7. 

Case 119 (Olessoff 144).—A boy, aged 12, was the youngest patient in a series 
of 110 cases of the discoid form of the disease. 

Case 120 (Oliver and Finnerud 145).—A colored girl, aged 19, showed involve- 
ment of the face and scalp; the condition had existed for ten years. 

CasE 121 (Ormsby 14¢).—In a girl, aged 14, the face was involved and glandu- 
lar enlargement was noted. The condition had been present for two and one-half 
years. 

Case 122 (Ormsby and Mitchell 33).—In a boy, aged 12, the nose, cheeks and 
ears were affected. There were a few pigmented macular lesions with hyper- 
keratotic follicles on the trunk in areas not covered by a bathing suit. 

Case 123 (Ormsby and Mitchell147).—A girl, aged 6 years and 5 months, 
had coin-sized patches on the cheeks with a telangiectasia; the lesions had existed 
since the age of 1 year and 9 months. 

Case 124 (Pardo-Castello and Mestre 148).—A colored infant, aged 3 months 
(sex not stated), showed lesions on the chest, neck, buttocks and legs a few days 
after birth. There was an evening rise of temperature. No evidence of tuber- 
culosis was found, but the Pirquet test was positive. 

Case 125 (Parounagian 28).—A white boy, aged 14, presented involvement of 
the cheeks, auricles and side of the face; the lesions had existed for seven or eight 
years. 

Case 126 (Parounagian 149).—A man, aged 20, had had the disease since the 
age of 6. Improvement followed gold therapy. 

Case 127 (Pautrier and Levy 15°).—A man, aged 30, had the chronic form of 
the disease, involving the nose and ears; the duration of the condition was fifteen 
years. 

Case 128 (Pick *1).—In a boy, aged 7, the nose and cheeks were affected; there 
was swelling of the lymphatic glands. 

Case 129 (Polland 151).—A girl, aged 15, had butterfly-shaped lesions on the 
nose and cheeks. Later, acute swelling and fever developed. The condition 
appeared in June, 1908, and the patient died of miliary tuberculosis in December, 
1908. 

Case 130 (Pringle 152).—In a boy, aged 14, the nose, cheeks and ears were 
iffected; the lesions had existed for two years. A general reaction followed the 


injection of tuberculin, but there was little improvement in the lupus. 


144. Olessoff: Zentralbl. f. Haut- u. Geschlechtskr. 25:569, 1928. 

145. Oliver, E. A., and Finnerud, C. W.: Lupus Erythematosus in a Negress, 
Arch. Dermat. & Syph. 15:615 (May) 1927. 

146. Ormsby: J. Cutan. Dis. 28:478, 1910. 

147, Ormsby, O. S., and Mitchell, J. H.: A Case for Diagnosis, Arch. Dermat. 
& Syph. 9:658 (May) 1924. 

148. Pardo-Castello, V., and Mestre, J. J.: Lupus Erythematosus Disseminatus, 
Arch. Dermat. & Syph. 19:824 (May) 1929, 

149. Parounagian, M. B.: Lupus Erythematosus Treated with a Gold Com- 
pound (Two Cases), Arch, Dermat. & Syph. 17:721 (May) 1928. 

150. Pautrier and Levy: Bull. Soc. frang. de dermat. et syph. 35:888, 1928. 

151. Polland: Arch. f. Dermat. u. Syph. 96:217, 1909. 

152. Pringle: Brit. J. Dermat. 8:329, 1896. 
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Case 131 (Reiner *5*).—In a female patient (age not stated) the condition 
had been present since the age of 13. 

Case 132 (Reisner 54).—A man first showed lesions at the age of 15; first, 
one cheek, and then the entire face and both ears were involved. Many roentgen 
treatments were given during adult life; carcinoma of the cheek developed and 
the patient died at about 50 years of age. 

Case 133 (Renouard 5).—In a boy, aged 15, the onset had occurred at the 
age of 12. The face was involved, and the patient showed elevation of temperature. 
Autopsy revealed tuberculosis. 

Case 134 (Ritter 15¢).—A girl, aged 17, was first treated two years previously 
for lupus; later there was an acute exacerbation on the face, hands and breast. 
Slight atrophy occurred on the cheeks. 

Case 135 (Robbi !57).—In a girl, aged 16, there was an acute exacerbation of 
the condition, which appeared one year before. Examination revealed: tuberculosis 
of the lungs, with cavities ; enlarged glands, and streptococci in the blood. 

Case 136 (R6na *>).—A woman, aged 24, had had the disease for twelve years; 
the face was involved. She was a sister of the patient in case 137. 

Case 137 (Rona 158)—A woman, aged 28, had had the disease for fifteen 
years; the face and scalp were involved; there was also tuberculosis of the right 
eyeball. 

Case 138 (Saalfeld 15°).—-In a man, aged 49, the face was involved. The con- 
dition had remained unchanged since the age of 13. 

Case 139 (Sainz 16°) —A boy, aged 12, had the discoid form of the disease 
on the face; it began at the age of 7. Improvement was observed after eight 


injections of a gold salt. After the last injection, fever and a generalized eruption 
were noted. 

Case 140 (Samek 1*1).—A boy, aged 8, had had localized areas on the cheeks 
and ears for ten weeks. Roentgen treatment had been directed to the glands of the 
neck. 


Case 141 (Savatard 162).—A girl, aged 14, had had the disease since the age 
of 11; the face and scalp were involved. Lesions had appeared on the forearms 
and fingers during the preceding year. There was tuberculous adenitis of the 
left cervical region. 

Case 142 (Schamberg 1**).—A girl, aged 5, had had involvement of the cheeks 
since the age of 4 years and 3 months. 

Case 143 (Schamberg 1*4).—A man, aged 30, had had typical lupus erythe- 
matosus fifteen years before. At one time the eruption had entirely disappeared. 
. Reiner, quoted by Galewsky (footnote 2). 

. Reisner: Dermat. Ztschr. 53:496, 1928. 

. Renouard, quoted by Duplanté: Thése de Paris, 1884. 

. Ritter: Zentralbl. f. Haut- u. Geschlechtskr. 32:556, 1930. 
. Robbi, quoted by Ehrmann and Falkenstein (footnote 42). 
. Réna: Arch. f. Dermat. u. Syph. 56:383, 1901. 

. Saalfeld: Arch. f. Dermat. u. Syph. 98:123, 1909. 

. Sainz: Zentralbl. f. Haut- u. Geschlechtskr. 3:375, 1922. 
. Samek: Zentralbl. f. Haut- u. Geschlechtskr. 30:9, 1929. 
_ Savatard: Brit. J. Dermat. 26:402, 1914. 

_ Schamberg: J. Cutan. & Genito-Urin. Dis. 24:381, 1906. 

. Schamberg: J. Cutan. Dis. 34:467, 1916. 
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Case 144 (Schamberg and Wright 2°).—In a girl, aged 3, a small patch had 
appeared on the cheek at the age of 7 months. It had spread to the nose and 
over the cheeks, forming a typical butterfly-shaped patch. 


Case 145 (Schamberg and Wright 1®>).—A woman, aged 30 (a patient of Dr. 
G. M. MacKee), had had a severe disseminated form of lupus erythematosus since 
15 years of age. 

Case 146 (Schaumann '°*).—In a boy, aged 13, the face and hands were 
involved. 

Case 147 (Schildkraut 167).—In a white girl, aged 13, the disease had.begun 
three years before; first the face was involved, and then spots appeared on the 
fingers and the back of the hands. Later the scalp was involved. 

Case 148 (Schildkraut 168) —In a white woman, aged 50, the lesions appeared 
at the age of 8, following erysipelas. They became disseminated at the age of 49. 

Case 149 (Schmidt 1®°).—In a girl, aged 17, the lesions had appeared on the 
nose two years before; acute exacerbation occurred. Diphtheria and pneumonia 
developed, followed by death. Autopsy showed tuberculosis of the bronchial and 
mesenteric glands. 

Case 150 (Schoenhof 17°) —A girl, aged 14, had shown lesions for seven 
months; the face, cheeks and nose were involved (erythema perstans faciei).* 
There were follicular papules on the fingers and feet, and lichen scrofulosorum 
appeared on the trunk and arms. Streptococci were found in the blood ten days 
before death. Autopsy showed fibrinous purulent pericarditis, acute endocarditis, 
nephritis and suppuration of numerous joints, but no sign of tuberculosis. 

Case 151 (Seale 171). —F. C., a white boy, aged 12, received 125 mg. of gold 
and sodium thiosulphate in three weeks with marked improvement. 

Case 152 (Senear and Wien172).—A woman, aged 26, had had the disease 
since 5%4 years of age. The face, palms and soles were involved, and cervical 
adenitis was present. 

Case 153 (Sequeira?7*?).—A woman, aged 34, had had lupus erythematosus 
for twenty years; the nose and cheeks were involved. Injections of tuberculin 
produced apparent improvement. The fingers were affected seven years previously. 
The condition resembled Raynaud’s disease, but was considered to be sclerodactylia. 


165. Schamberg, J. F., and Wright, C. S.: The Use of Gold and Sodium 
Thiosulphate in the Treatment of Lupus Erythematosus, Arch. Dermat. & Syph. 
15:129 (Feb.) 1927. 

166. Schaumann: Bull. Soc. frang. de dermat. et syph. 34:371, 1927. 

167. Schildkraut, J. M.: Lupus Erythematosus and Lupus Pernio, Arch. 
Dermat. & Syph. 10:778 (Dec.) 1924. 

168. Schildkraut, J. M.: Lupus Erythematosus, Arch. Dermat. & Syph. 11: 
691 (May) 1925. 

169. Schmidt: Dermat. Ztschr. 21:28, 1910. 

170. Schoenhof: Zentralbl. f. Haut- u. Geschlechtskr. 17:266, 1925. 

171. Seale, G. M.: Lupus Erythematosus, Arch. Dermat. & Syph. 17:125 
(Jan.) 1928. 

172. Senear, F. E., and Wien, M. S.: Lupus Erythematosus, Arch. Dermat. & 
Syph. 16:362 (Sept.) 1927. 

173. Sequeira: Brit. J. Dermat. 19:427, 1907; Proc. Roy. Soc. Med. (Sect. 
Dermat.) 1:17, 1907-1908. 
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Case 154 (Sequeira 1*4).—A Jewess, aged 11, had shown involvement of the 
cheeks, scalp and ears for six months. There was no tuberculosis in the patient 
or her family. 

Case 155 (Sequeira1*5).—A girl, aged 15, had acute lupus erythematosus. 
An enormous abscess developed on the thigh, which was found to be streptococcal. 
Death occurred. 

Case 156 (Siemens 17¢).—A boy, aged 12, had an acute form of lupus erythe- 
matosus of the erythema perstans type, involving the face, head and extremities ; 
it had been present for seventeen months. The patient had been well for three 
months before presentation. 

Case 157 (Spitzer 1*7).—A boy, aged 13, had had an acute disseminated exacer- 
bation of the disease for three weeks. There was infiltration of the apex of the 
right lung. 

Case 158 (Stelwagon and Stout 178)—A woman, aged 21, born in Poland, 
showed involvement of the cheeks, scalp, forehead and nose. The lesions had 
existed for six years. 

Case 159 (Stowers 179).—In a child, aged 8 (sex not stated), the eyebrows, 
nose and cheeks were involved. 

Case 160 (Stowers 18°).—A girl, aged 5 years and 2 months, had had an erup- 
tion on the cheeks, nose, eyelids, forehead, scalp and forearms for several months. 

Case 161 (Strandberg 181).—A girl, aged 5, had shown lesions on the cheeks 
for six months. 

Case 162 (Sundt 182).—A girl, aged 10, had the discoid and disseminate forms 
of the disease, which began with an ulcer on the great toe at the age of 7; this 
was thought to be frostbite. The fingers were eroded and covered with bullae. 
Blisters formed on the face, leaving bleeding ulcers. These healed slowly, the 
skin becoming thick, bluish red and desquamating. At the age of 10 years, a 
symmetrical, bluish-red desquamating cruption was present on the face. The 
fingers and feet were swollen. There were abscesses in the soft parts. Erysipelas 
and phlegmon capitis developed eleven days after the injection of diphtheria 
serum. Death. Autopsy did not show tuberculosis. The Pirquet test had been 
positive. 

Case 163 (Sutton 18%).—A boy, aged 7, had the disseminate form of lupus 
erythematosus. (A photograph is published.) 

Case 164 (Torres 184).—In a girl, aged 14, tubercle bacilli were found in the 
sputum. 


174. Sequeira: Brit. J. Dermat. 14:132, 1902. 

175. Sequeira: Proc. Roy. Soc. Med. (Sect. Dermat.) 15:22, 1921-1922. 

176. Siemens: Zentralbl. f. Haut- u. Geschlechtskr. 18:396, 1926; Miinchen. 
med. Wehnschr. 72:1023, 1925. 

177. Spitzer: Wien. klin. Wehnschr. 15:928, 1902. 

178. Stelwagon and Stout: J. Cutan. Dis. 29:30, 1911. 

179. Stowers, quoted by Galewsky (footnote 2). 

180. Stowers: Brit. J. Dermat. 20:236, 1908; Proc. Roy. Soc. Med. -(Sect. 
Dermat.) 1:170, 1908. 

181. Strandberg: Arch. f. Dermat. u. Syph. 117:351, 1914. 

182. Sundt: Brit. J. Dermat. 38:273, 1926. 

183. Sutton: Diseases of the Skin, St. Louis, C. V. Mosby Company, p. 917. 

184. Torres: Zentralbl. f. Haut- u. Geschlechtskr. 31:91, 1929. 
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Case 165 (Trimble #%5).—A white boy, aged 13, had had an eruption on the 
left cheek and auricle for six or seven months. 


Case 166 (Valker 186) —In a woman, aged 27, the face, arms, neck and trunk 
had been involved for fifteen years. 

Case 167 (Warde 48*).—A girl, aged 12, showed involvement of the scalp, face 
and cheeks. The condition had been present for two and one-half years. 

Case 168 (Warde 188).—A child (age and sex not stated) had an eruption on 
the scalp, face, ears and hands; there were also patches in the mouth. The lesions 
had been present for three years. 

Case 169 (Warde 18°) —In M. F., a girl, aged 15, the disease had been present 
for one and one-half years; the fingers and hands were involved. ? 

Case 170 (Waugh 19°).—A girl, aged 7, had had lupus erythematosus and 
erythema multiforme for two months. The eruption was disseminated. The tem- 
perature became elevated before the eruption appeared on the arms and legs. 

Case 171 (Weiss 191).—Y. S., a Russian woman, aged 20, first presented lesions 
at the age of 13; they appeared on the face and behind the ears. 

Case 172 (Wienfeld 192).—A child, aged 5 (sex not given), had lupus erythe- 
matosus and enlarged glands. 

CasE 173 (Wild 193).—In a girl, aged 13, the cheek and bridge of the nose 
were involved. 

Case 174 (Wirz 194).—A girl, aged 8, had lupus erythematosus exanthematicus, 
The cheeks and hands had been involved for three weeks. 

Case 175 (Wise 19°).—A girl, aged 15, had showed, for three months, diffuse, 
almost universal scaling and redness of the face, and disseminated pernio-like 
plaques on both surfaces of the hands. 

Case 176 (Zeisler 1°°).—In a boy, aged 7, the disease had appeared at the age 
of 4, supposedly due to mosquito bite. 


In addition to the foregoing 176 cases and the cases that are included 
in the general series in the first part of this article, there are cases about 
which there seems to be distinct doubt, in the mind of either the 


185. Trimble: J. Cutan. Dis. 37:277, 1919. 

186. Valker: Lupus Erythematosus Treated with Gold and Sodium Thiosul- 
phate, Arch. Dermat. & Syph. 18:454 (Sept.) 1928. 

187. Warde: Brit. J. Dermat. 13:471, 1901. 

188. Warde (footnote 40, first reference). 

189. Warde (footnote 40, second reference). 

190. Waugh, T. R.: Lupus Erythematosus; Erythema Multiforme, Arch. 
Dermat. & Syph. 14:464 (Oct.) 1926. 

191. Weiss: J. Cutan. Dis. 26:526, 1908. 

192. Wienfeld: Arch. f. Dermat. u. Syph. 51:27, 1900. 

193. Wild: Brit. J. Dermat. 24:157, 1912. 

194. Wirz: Zentralbl. f. Haut- u. Geschlechtskr. 28:515, 1929. 

195. Wise: J. Cutan. Dis. 37:532, 1919. 

196. Zeisler: Lupus Erythematosus Discoides, Arch. Dermat. & Syph. 16:93 
(July) 1927. 
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presenter or the discussers. They were reported by Knowles,'” 
Kusnetz,’** Mandel,’®® Perutz,2°° Savatard,?"' Stein,?°? Throne *°* and 
Wile.? 
ANALYSIS OF THE SERIES OF ONE HUNDRED AND 
SEVENTY-SIX CASES 

Color and Sex.—The reports are wofully deficient in data regarding 
color or race. The patients were white persons in ten instances, and 
Negroes in three. The race or nationality was given in a few cases, 
but in, the majority, the color was not stated. There is no definite 
information about the frequency of lupus erythematosus in Negroes, the 
opinions expressed being discordant. I have reason to believe that it 
is more common than is generally thought, but expect to make this 
the basis of a separate study. 


TABLE 5.—Age at Onset in 118 Cases 








Age, Years Number of Cases Age, Years Number of Cases 


In 11 instances, the sex was not stated. Of the remaining 165 
patients, 48 were males and 117 females. The males comprised 29.09 per 
cent and the females 70.91 per cent, the ratio being approximately 3: 7. 


Age.—The age of the patient is of interest, but it is of prime impor- 
tance to know the age at onset. On this point, also, the data were 
often insufficient, the patient being presented with no notation as to 
the duration of the process. However, in 118 cases either the age at 
onset was stated or it was possible to determine it from facts given. 

From table 5, it is obvious that the incidence is greatest for the 
years from 12 on. Table 6 indicates the incidence by periods. 


197. Knowles: J. Cutan. Dis. 34:850, 1916. 

198. Kusnetz: Abstr., Zentralbl. f. Haut- u. Geschlechtskr. 30:97, 1929. 

199. Mandel: Rev. franc. de dermat. et de vénéréol. 1:480, 1925. 

200. Perutz: Arch. f. Dermat. u. Syph. 133:97, 1921. 

201. Savatard: Brit. J. Dermat. 24:158, 1912. 

202. Stein: Zentralbl. f. Haut- u. Geschlechtskr. 26:662, 1928. 

203. Throne, B.: Lupus Erythematosus, Arch. Dermat. & Syph. 17:552 (April) 
1928. 

204. Wile, U. J.: Lupus Erythematosus, Arch. Dermat. & Syph. 12:917 ( Dec.) 
1925. 





CUMMER—LUPUS ERYTHEMATOSUS 1023 


Table 6 shows that there were more than twice as many instances 
of onset in the second five years of life as in the first five years, and that 
there were more than seven times as many from 10 to 15 years, inclusive, 
as in the first five years. This is significant as showing that the 
possibility of the occurrence of lupus erythematosus increases tremen- 
dously with the advance of childhood. 

Occurrence in First Year of Life.—The youngest patient recorded 
is that of Pardo-Castello. The child was 3 months of age when pre- 
sented before the Cuba Dermatological Society, and the disseminated 
process had started a few days after birth. The outcome was not 
stated. The next youngest was Schamberg and Wright’s patient, who was 
5 years old when presented at one of the meetings of the American 
Dermatological Association; the history indicated that the discoid pro- 


TABLE 6.—Onset at Age-Periods 


Time of Onset Number of Cases 

6 ia tnindien adn bakdue ondmendekaeeana sce : 11 
; rr 26 

81 


118 


TABLE 7.—Cases Showing Prolonged Duration of the Disease 


Patient’s Age 


at Time of 
Author Report, Years 
Bulkley 45 
Reisner About 50 


Saalfeld 49 
Schildkraut 50 


Duration, 


Years 


30 
35 
36 
42 
20 


Comment 


Carcinoma of cheek, following roentge 
therapy; death 


Sclerodactylia 


Sequeira 34 
cess then seen had appeared at the age of 7 months. The third patient 
was that of Howard Fox; the child was 11 months of age and the 
disease of three months’ duration. This evidently was of the discoid 
type, and the outcome was fatal, owing to gastro-intestinal symptoms 
and bronchopneumonia. 

Duration of Disease-—A few of the cases stand out as examples 
of the prolonged course of the disease. These are presented in table 7. 

Consanguinity.—Rona’s two patients were sisters. Of interest in this 
connection is the presentation by Michelson °° of a brother and sister, 
aged 27 and 18, respectively, with lupus erythematosus. 

Types.—lIt is impossible to classify the reported cases accurately and 
satisfactorily. The data are often insufficient; there is no uniformity 


205. Michelson, H. E.: Lupus Erythematosus Discoides Occurring in Brother 
and Sister, Arch. Dermat. & Syph. 19:328 (Feb.) 1929. 
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, 


about the exact connotation of terms, since the term “acute,” for 
example, was used by some to designate merely an active process, while 
with others it was synonymous with acute dissemination accompanied 
by grave constitutional symptoms; furthermore, the conditions in a 
given patient often were not static, cases of discoid type later showing 
scattered eruptions elsewhere or even becoming disseminated, with or 
without constitutional symptoms. Table 8 presents such information 
as could be deduced from the histories. 

Areas Involved—Of the 144 cases in which the location was 
stated, the face was involved in 121, the ears in 26, the scalp in 26, the 
fingers or hands in 25, the toes or feet in 6, the legs in 5, the oral 
mucosa or lips in 7 and the eyelids in 3. In addition, of course, there were 


TABLE 8.—Classification of 176 Cases According to Types of Process 








Number of Cases Total 


Data insufficient to allow classification us vita’ ‘ 20 
Chronic, fixed or discoid: 
Stated as discoid type 
Stated as chronic type 
Presumably discoid or chronie type 
Presumably discoid or chronic type, but scattered 
lesions on hands and fingers, in mouth or elsewhere 


Disseminated: 
Grave constitutional symptoms................ssseeeeees 
Similar grave constitutional symptoms occurring during 
disegid type 
Subacute symptoms, with dissemination not accom- 
panied by systemic involvement 
Reported as acute 
Reported as subacute 
Reported as disseminated, but with 
classify further 
Presumably disseminated 





numerous disseminated cases in which the locations of the lesions were 
not stated. 


Causative and Contributory Factors——King-Smith * said that the 
tendency of late years has been to disregard the importance of local 
causes of lupus erythematosus, calling attention to the frequency of 
local irritation as a factor in causation. He found that in a series 
of 49 cases, 28 had a history of external irritation, 2 following sunburn 
and 2 following burns. It is interesting to see what information may 
be secured from the present series. 


Miscellaneous Factors: In Schildkraut’s patient, the development 
of lupus erythematosus was preceded by erysipelas. In Zeisler’s, the 
first lesion appeared on the site of a mosquito bite, while in Audry’s, 


206. King-Smith, D.: External Irritation as a Factor in the Causation of 
Lupus Erythematosus Discoides, Arch. Dermat. & Syph. 14:547 (Nov.) 1926. 
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the eruption came on the sites of bullae resulting from the administra- 


tion of bromides for epilepsy. 

Frostbite, Freezing or Chilblains: Beetham and Eurich’s case began 
as a discoloration around the finger-tips resembling chilblains. Mc- 
Donagh’s patient, who died of disseminated lupus erythematosus, had 
had chilblains previously. In Brown’s patient, the process began with 
reddened, inflamed, tender ears, which were thought to have been frozen. 
Sundt’s patient first noted an ulcer on the great toe, which was 
thought to be frostbite. Gilmour’s patient gave a history of the trouble 
having started with frozen ears. 

Exposure to Sunlight: Cannon’s patient gave a history of sensi- 
tiveness to sunlight. In Hess’ case, a generalized eruption followed 
sunburn while the patient was bathing. In the girl observed by Jamie- 
son, the initial lesion appeared on the nose as a result of exposure to 
the sun. Kreibich’s patient had had three separate outbreaks, the first 
at 15 years of age. The fourth appeared after intense sun irradiation. 
In a case reported by Lancashire, a girl with lupus erythematosus had 
had a similar eruption the previous year while at the seaside. Ormsby 
and Mitchell’s patient had a fairly characteristic lupus erythematosus 
of the face with a few slightly pigmented macular lesions with definite 
keratotic follicles on the trunk in the areas not covered by a bathing 
suit. Therefore there are six examples of the effect of sunlight in 
the collected series. 

The possible connection with exposure to the sun’s rays seems to 
be rather generally recognized. With?” claimed to report the first 
case of lupus erythematosus of the face caused by artificial light in 
a patient treated with generalized carbon light baths; a bullous erup- 
tion developed on the breast and upper part of the arms, which 
resembled lupus erythematosus. The original eruption on the face 
was caused by sunlight. Pulay ?°%* reported a case in which a woman, 
aged 46, had had lupus erythematosus for ten years following glacial 
erythema. Since the condition was worse in spring and summer, he 
postulated lupus erythematosus as a light dermatosis. MacLeod *°° and 
Mackay **° both gave sudden changes of temperature and exposure to 
the sun as possible factors. 

Civatte *** mentioned the effect of light rays on toxic substances 
contained in the skin among other causes. He stated that in 1907, Hyde 
remarked on the influence of atmospheric variation on the appearance 


207. With: Zentralbl. f. Haut- u. Geschlechtskr. 2:87, 1921. 
208. Pulay: Zentralbl. f. Haut- u. Geschlechtskr. 4:20, 1922. 
209. MacLeod: Brit. M. J. 2:313, 1913. 

210. Mackay: Canad. M. A. J. 15:14, 1925. 

211. Civatte: Ann. de dermat. et syph. 7:465, 1926. 
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of lupus erythematosus, and he quoted Gennerich as believing that the 
disease affected more readily skin that was habitually irritated by 
physical agents. Feit *** said that certain types of disseminated lupus 
erythematosus should be included in the erythema groups of skin dis- 
eases (Engman and Mook), that they may be caused by toxemia or 
the embolic dissemination of micro-organisms, and that of the many 
factors preducing this, light is one. In the discussion of King-Smith’s 
paper, Pusey mentioned cases caused by sunlight which cleared up but 
recurred when the patients played golf, while Fred Wise stated his 
belief that a careful history would show a preponderance of cases fol- 
lowing sunburn at the seashore. 

Association with Tuberculosis—TYhe data furnished by this series 
of cases are entirely insufficient to furnish any basis for valid con- 
clusions on this moot question, but it is necessary to call attention to 
the references that occur, in order to consider them for what they are 
worth. 

The Tuberculids: While Bloch and Fuchs *** questioned the occur- 
rence of lupus erythematosus with the tuberculids, Bernhardt *** was 
able to observe clinically and histologically the simultaneous devel- 
opment of lupus erythematosus and papulonecrotic tuberculids. MacKee 
and Wise *** presented a case of lupus erythematosus of the face and 
papulonecrotic tuberculids of the hands. Wise ?** stated that in the 


disseminated variety of the disease, perniones of the hands and feet 
are relatively common, and that next in frequency are the so-called 
papulonecrotic tuberculids, almost always implicating the extensor sur- 
faces of the forearms and legs, as well as the palmar and dorsal surfaces 
of the hands. 


In the series coliected here, Abramowitz’ case showed both acnitis 
and papulotuberculids, while Blatt’s and Leiner’s showed papulonecrotic 
tuberculids. Lichen scrofulosorum was seen in one of Boeck’s cases 
and in Schoenhof’s fatal case, which was free from tuberculosis at 
autopsy. “Scrofulous eczema” was noted in another of Beck’s cases. 

Tuberculosis of the Skin: In Jackson’s interesting case, there was 
a history of lupus erythematosus of the face which cleared up. The 
glands were found to be “tuberculous.” After the face had been free 
for six or eight months, lupus tubercles developed. Martenstein’s patient 
had had tuberculosis of the skin for two years before lupus erythe- 
matosus developed. 


212. Feit: J. M. Soc. New Jersey 24:226, 1927. 

213. Bloch and Fuchs: Arch. f. Dermat. u. Syph. 116:742, 1913. 

214. Bernhardt: Arch. f. Dermat. u. Syph. 111:53, 1912; abstr., J. Cutan. Dis. 
7548, 1912. 

215. MacKee and Wise: J. Cutan. Dis. 35:777, 1917. 

216. Wise: J. Cutan. Dis. 35:502, 1917. 
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Tuberculosis of Other Organs—Tuberculosis of the lungs is men- 
tioned by Brocq and Fernet, by Ehrmann and Falkenstein in one case, 
although this developed four years after the appearance of lupus 
erythematosus, and by Hallopeau, Robbi and Sequeira. There were 
tubercle bacilli in the sputum in Torres’ patient. Roentgenograms showed 
tuberculosis of the hilus and mediastinum in Eliashoff’s case. Tuberculosis 
was given as the cause of death in Renouard’s case, followed by autopsy. 
Mention is made of disease of the lungs in Blumenthal’s and Spitzer’s 
cases. One of Roéna’s patients had tuberculosis of the eyeball. 

Enlargement of the lymphatic glands is mentioned frequently. This 
in itself cannot be taken as evidence of tuberculosis, since it is present 
in many instances when no other evidence of tuberculosis is demonstrable. 
However, tuberculosis of the glands was proved on section in the cases 
reported by Delbanco, and animal inoculation of glandular material 
gave positive results in another case reported by the same author. Miliary 
tuberculosis was given as the cause of death in Kreibich’s and Polland’s 
cases, in neither of which was it confirmed by autopsy. 

Negative Evidence Against Tuberculosis: There are only fourteen 
cases in the collected series in which a diagnosis of tuberculosis in 
any form was made, and there are two cases in which there was merely 
mention of pulmonary disease. Of course, cases of tuberculids are not 
included. The number is surely insufficient to support an argument 


that lupus erythematosus is necessarily related to tuberculosis, partic- 
ularly when one considers that in a similar number of children of the 
same age-groups suffering from any other disease of the skin there 


would probably be as many cases of tuberculosis. Against the theory 
of the association of this infection with lupus erythematosus is definite 
mention of no evidence of tuberculosis in eighteen cases, as well as 
the fact that four of seven that came to autopsy failed to show any 
signs of this infection. 

Treatment.—Gold Salts: Among the more recent cases, there are 
reports of the effect of injections of gold salts. Eight of the patients 
were treated after they reached adult life, and although the disease 
had its incipiency in childhood, the results are not considered here. 
In the series of collected cases, however, there were 12 in which 
the treatment was given in childhood. Of this number, 4 patients were 
reported as cured, including Alderson and Way’s patient, who received 
five injections of gold sodium thiosulphate; LaRocco’s and my first 
patient, who received two injections of the same drug, and Martenstein’s 
2 patients, who received a total of 0.009 and 0.1 Gm. of amino-auro- 
thiophenol carbonic acid, respectively. Our patient was followed for 
ver three years, Martenstein’s first patient for thirteen months and 
his second for twenty-nine and one-half months. 
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The eruption practically disappeared in Bechet’s patient after twelve 
injections of gold sodium thiosulphate. There was marked improvement in 
Cole and Driver’s second case after a single injection of this drug, and 
the same result was obtained by Seale after giving 125 mg. of the drug 
over a period of three weeks. 

The second case reported by LaRocco and me showed marked 
improvement after five injections of gold and sodium thiosulphate, 
but there was a relapse after the sixth injection, and the condition has 
remained the same for almost a year. 

Sainz’ patient showed an improvement after the eighth injection. 
Lane’s patient showed a gradual recession after twenty-four injections 
of gold sodium thiosulphate. With Godinho’s patient, there was an 
exanthem after a single injection of sodium aurothiosulphate, and 
Buschka’s patient received amino-auro-thiophenol carbonic acid without 
benefit. 

Taste 9.—The Results of Gold Therapy 








Results Obtained Number of Cases 


Practically disappeared 

Marked improvement 
Improvement 

Improvement, with a relapse later 
Gradual recession 

Exanthem after first injection 
No result 


— | 
ee ee 





Eruptions as a result of gold therapy were reported by Alderson 
and Way, Sainz, Seale and Godinho. In all instances, they cleared up 
satisfactorily. A summary of results is presented in table 9. 

Other Forms of Therapy: Occasional references are found to other 
forms of treatment. Hachez’ patient is said to have been cured with 
neoarsphenamine, which may raise doubt in the minds of some as to 
the validity of the diagnosis. Heidingsfeld’s patient was treated suc- 
cessfully with applications of 50 per cent resorcin in gelanthum. Other 
patients, including Samek’s, were given roentgen radiation over enlarged 
cervical glands. Little used zinc-ion treatment with involution of some 
patches. 

Cases Terminating in Death—The fatal cases number 15. This figure 
cannot be taken as an index to the mortality rate; to ascertain this, a 
large series would have to be followed throughout a lifetime. Of the 
fatal cases, 5 were apparently of the fixed or the discoid type (Delbanco’s, 
Fox’, Herxheimer’s, Renouard’s and Schmidt’s). Delbanco’s patient 
died after several operations for tuberculous glands; Schmidt’s died 
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of diphtheria and pneumonia, the autopsy showing tuberculosis of the 
bronchial and mesenteric glands. The others died of intercurrent infec- 


tions. 

Ten of the patients with fatal cases suffered from the acute or 
disseminated form, or from both discoid and disseminated forms. This 
group includes the cases of Beetham and Eurich, Brown, Goeckerman, 
Kreibich, McDonagh, Polland, Robbi, Schoenhof, Sequeira and Sundt. 
No cause of death except the disease itself was found in the first case. 


TABLE 10.—Cases Terminating in Death 








Cause of Death and 


Duration Comment 


About 4 wk. 
4 wk. 
Several yr. 


Autopsy 
Yes 
No 
No 


Type 
Disseminated 
Disseminated 
Diseoid 


Author Age 
No signs of tuberculosis 
Pneumonia 


Died after several oper- 
ations for tuberculous 
glands 

Gastro-intestinal symp- 
toms and _ broncho- 
pneumonia 


Myocardial disease 


Beetham and Eurich... 15 yr. 
Brown 
Delbanco 


Evidently No 


fixed 


i? sae 11 mo. 


Goeckerman 3 yr. Disseminated No 


Herxheimer.......... ; 
kreibich 


McDonagh 
Polland 
Renouard 


5 yr. 


9 mo. 
6 mo. 
3 yr. 


Discoid Yes 


Diseoid and 
disseminated 


Disseminated 
Acute 
Face involved 


Bronchopneumonia; no 
tuberculosis 


Miliary tuberculosis 
Peritonitis 

Miliary tuberculosis 
Tuberculosis 


Tuberculosis of the 
lungs, lymph _ glands 
and spleen 


Evidently Diphtheria and  pneu- 
fixed monia; bronchial and 
mesenteric glands 
showed tuberculosis 

Fibrinopurulent pericar- 
ditis, endocarditis, 
purulent arthritis; no 
tuberculosis or pneu- 
monie foci; strepto- 
cocci in the blood 10 
days before death 


Streptococcal abscess 
on the thigh; cause of 
death not definitely 
stated, presumably 
septicemia 

Erysipelas and phleg- 
mon capitis; no 
tuberculosis 


Robbi 1 yr. Acute 


2 yr. 


Disseminated Yes 


Sequeira Dissseminated No 


Discoid and Yes 


disseminated 


Sundt.... 


In the others, the causes were, respectively, pneumonia, myocardial 
disease, miliary tuberculosis, peritonitis, miliary tuberculosis, tuberculosis 
of the lungs and glands, generalized streptococci¢ infection (autopsy), 
streptococcus septicemia, and erysipelas with phlegmon capitis (autopsy). 

Autopsies were performed in 7 of this entire group of fatal cases. 
Tuberculosis was not found in 4 autopsies, but was found in some form 
in the other 3. 
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CONCLUSIONS 


1. Lupus erythematosus can scarcely be regarded as rare in child- 
hood, since general series of cases of the disease show that from 2.3 
to 11 per cent occur during or before the fifteenth year of life. 


2. Search of the literature showed many cases included in general 
series as well as the 176 cases that are reported here. 


3. In the series of collected cases, the ratio of females to males was 
approximately 7: 3. 

4. The disease occurs in the colored as well as in the white child. 

5. It may have its onset during the first year of life. 


6. The incidence is progressively greater in each five year period 
of life, there being seven times as many cases in the period from 10 to 
15 years, inclusive, as in the first five year period of life. 


7. Having started in childhood, the disease may last for many 
years, a duration of forty-two years having been reported. 


8. In general, the course of the disease in childhood, including the 
appearance of the eruption and its response to gold therapy, does not 
show any striking difference from that in adult life. 


ABSTRACT OF DISCUSSION 


Dr. Howarp Fox, New York: The excellent study of Dr. Cummer would 
show that lupus erythematosus is not such a rarity in childhood as is generally 
supposed. I agree with him that its “presumed rarity has weighed against” this 
diagnosis at times. This was true of the 11 months old baby that I saw at the 
New York Nursery and Child’s Hospital, with an eruption that I thought was 
lupus erythematosus of a rather superficial fixed type. The disease had been 
present for three months and consisted of symmetrical, sharply defined reddish 
patches on the nose and cheeks showing a butterfly configuration. Similar lesions 
were also present on the upper lip and upper eyelids. The affected areas were 
dry and covered with fine adherent scales, and they showed no evidence of 
itching. The Wassermann and Pirquet tests were negative. The baby was 
undernourished but in apparently fair health. Gastro-intestinal symptoms soon 
developed, and death followed two months later from bronchopneumonia. Autopsy 
failed to show any evidence of tuberculosis. Permission was not obtained for 
histologic examination of the skin lesions. I also saw a girl aged 9 years in 
the same hospital suffering from lupus erythematosus of the face of the disseminate 
type. 

Dr. W. H. GOECKERMAN, Rochester, Minn.: The problem of lupus erythema- 
tosus in childhood is a rather interesting one. I am somewhat surprised at the 
number of cases that Dr. Cummer was able to cull from the literature, as I was 
under the impression that it was rare before puberty. We have, in our series 
of about 650 cases, only one bona fide case of the disseminate type before puberty 
and very few of the discoid type. In children in whom the suspicion has other- 
wise arisen in our material the diagnosis must remain doubtful. It should be 
recalled that the question of tuberculosis is probably as complex as that of 
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syphilis. Even a very careful clinical examination cannot definitely exclude 
tuberculosis; therefore, the clinical absence of tuberculosis cannot speak against 
the possible tuberculous etiology of lupus erythematosus. 


Dr. J. FRANK SCHAMBERG, Philadelphia: In addition to the case of lupus 
erythematosus that I reported some years ago, which was cited by the author as 
having begun at the age of 5, I wish to mention another case of disseminate lupus 
erythematosus in a girl, aged 5 years, who was under our observation for a 
year, and under the observation of internists and other dermatologists for at 
least another year. It was a very severe case, accompanied by severe constitutional 
disturbances. I am not sure about the ultimate outcome, but I believe that it 
was fatal. 

It would take us a little too far afield to discuss the statistics of the essayist 
in regard to the percentage of cases in which tuberculosis was found, but I 
should like to know whether any one present is familiar with the details of the 
Kren-Loéwenstein technic. You may recall that within the last two months there 
appeared a most interesting article by Kren and Lowenstein, in which the claim 
was made that the tubercle bacillus may be developed from the blood in 60 per 
cent of the cases of lupus erythematosus. This is confirmatory of the belief of 
those dermatologists throughout the world who believe that lupus erythematosus 
is a disease of tuberculous nature, to which I subscribe. There are many factors 
to be considered. The mere fact that lupus erythematosus will clear up after 
removal of the tonsils or teeth does not prove that the disease was due to a focal 
infection. It may prove that the patient was able to overcome the tuberculous 
condition by reason of the increase in his resisting power. The subject is too 
large to discuss in all its varied aspects, but as this particular phase of the matter 
was brought up, I believe that this contribution from Vienna will doubtless throw 
further light on the subject. It is difficult to disprove the presence of tubercu- 
losis in a patient. Dr. Goeckerman’s interesting report of some years ago bears 
out this point. It will be recalled that in lupus erythematosus disseminatus he 
advised that tuberculous glands be looked for while the surgeons were operating 
on several patients. Enlarged mesenteric glands were not found, but they were 
present at autopsy. 

Dr. H. E. Micuertson, Minneapolis: The work of Kren and Lowenstein is 
based on culturing the blood directly after venal puncture on a special medium 
and identifying the organism. Their work has been submitted to many renowned 
authorities and has been accepted. We are trying to duplicate the work in this 
country, but have not been very successful. 

Dr. Paut E. Becuet, New York: I was glad to hear Dr. Cummer bring 
out the possible relationship from the etiologic standpoint between exposure to 
actinic light and acute lupus erythematosus. While this connection has been 
somewhat generally accepted, it has not been sufficiently stressed. I am convinced 
that exposure to sunlight has frequently aggravated an existing acute lupus 
erythematosus, and even at times caused its dissemination to hitherto uninvolved 
areas. A patient in my clinic had an extensive lupus erythematosus on the face, 
for the treatment of which his physician administered a blistering dose of ultra- 
violet light. The chest was not protected. On the site of the severe actinic burn 
on the chest an acute disseminate lupus erythematosus immediately manifested 
itself. I had another patient who developed lesions of acute lupus erythematosus 
immediately following exposure at the seashore. 

Dr. OLIveR S. Ormssy, Chicago: I should like to comment on the statistical 
part of this subject: The child that was mentioned was shown by us in 1924, 
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at the age of 6 years. The disease began at the age of 9 months. We saw the 
child again last year, and the disease had developed into typical ordinary lupus 
erythematosus of the discoid type. I looked over 260 office cases and of these seven 
occurred in patients under 15 years of age, the youngest being the one whom I 
just mentioned. This makes our percentage about the same as Dr. Cummer’s. Of 
the seven patients, five were girls. The rest of the statistics bear out the contention 
that the disease begins more frequently between the thirtieth and forieth year 
of life. To sum up, in our 260 patients the disease began in seven patients 
under 15 years of age; in seventeen between the fifteenth and twentieth year, in 
sixty-one between the twentieth and thirtieth year, in ninety-eight between the 
thirtieth and fortieth year, in forty-eight between the fortieth and fiftieth year, in 
twenty-four between the fiftieth and sixtieth year and in four after the age of 60. 














THE CHEMOTHERAPY OF RINGWORM _ INFECTION 


PRELIMINARY REPORT * 


JAY F. SCHAMBERG, M.D. 
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We have long harbored the point of view that the science of chemo- 
therapy introduced by the genius of Ehrlich was applicable to local, 
as well as to systemic infections. In 1922, Schamberg and Kolmer ?* 
demonstrated that a technic could be devised to determine the relative 
value of different compounds in killing fungi (fungicidal) or in restrain- 
ing their growth (fungistatic). In the investigation referred to, thirty- 
one compounds were studied, including the common drugs used against 
ringworm, as well as various mercurials and dyestuffs. Some of the 
dyestuffs had a fairly high fungistatic power but were weak in killing 
the fungi employed. The mercurials, particularly mercurophen and 
bichloride of mercury, were far superior to all other compounds investi- 
gated. 

In 1928, Kingery and Adkisson? studied the effect of thymol, 
volatile oils and other substances on the growth of fungi. They found 
thymol, cinnamon oil and oil of cloves the most active substances in 
this group. According to Kingery’s studies, thymol was superior to 
all other substances tested. We also found these three substances 
superior to the other oils in the group, but in our studies oil of cinnamon 
was more active than thymol. One cannot, of course, make an accurate 
comparison of the figures in his and our work, as different organisms 
were used and the methods were somewhat different. For accurate 
comparative testing, compounds must be tested at the same time, as 
various fortuitous circumstances may influence them. Kingery did 
not investigate the mercurials, which appear to be very potent against 
fungi. 


* Submitted for publication, Feb. 8, 1931. 

*From the Research Institute of Cutaneous Medicine. 

* Read at the Fifty-Fourth Annual Meeting of the American Dermatological 
Association in June, 1931, at Toronto, Canada. 

1. Schamberg, J. F., and Kolmer, J. A.: Studies in the Chemotherapy of 
Fungus Infections, Arch. Dermat. & Syph. 6:746 (Dec.) 1922. 

2. Kingery, L. B., and Adkisson, Alva: Certain Volatile Oils and Stearoptens 
as Fungicides, Arch. Dermat. & Syph. 17:499 (April) 1928. 
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It was of course recognized that the final test of the therapeutic 
power of any compound depended on its clinical trial, and that the 
laboratory and clinical action on the organism in vitro and in vivo 
might be discrepant. The studies that will be detailed are in two parts: 
(1) cultural studies to determine the effect of known remedies on 
restraining the growth of fungi, and of the destructive or killing effect 
on them, and (2) chemical manipulation and modification of the most 
prominent known substances, and determination of the fungistatic and 
fungicidal power of the new compounds, particularly the latter. 

As we were interested in the observations of Kingery to the effect 
that thymol and certain of the essential oils were so promising, we 
proceeded to a further study of them. This study disclosed the fact 
that while some of them were high in restraining the growth of fungi, 
they were relatively poor in killing the fungi. Thymol and the oils 
in question are largely phenols, so we endeavored to study at first the 
simple ones and later the more complicated phenols. 

The comparative effect of various essential oils on Epidermophyton 
interdigitale (which was the principal test parasite employed by us) 
was determined—to wit, sweet birch, cade, turpentine, eucalyptus, thyme, 
santal, wintergreen, nutmeg, caraway, cinnamon, cloves and cedar. As 
indicated in table 1, oil of cinnamon, thyme and cloves exhibit sufficient 
restraining power on the growth of a fungus to merit further investiga- 
tion. We then studied the effect of the principal known constituents of 
these three oils. The fungicidal effect of cinnamic acid and cinnamic 
aldehyde (from oil of cinnamon), thymol (which is the main constituent 
of oil of thyme) and eugenol, which constitutes from 70 to 85 per cent 
of oil of cloves, is given in table 2. 

It is apparent that the introduction of methyl or other alkyl radicals 
into the phenol molecule (as the alkyl radical in eugenol) increases the 
fungicidal action. Carvacrol, though not tested by us, was tried by 
Myers * and found by him to exhibit fungicidal action equal to thymol ; 
as is shown by the structural formula, it is isomeric with thymol. It 
is also present, although in smaller amount than thymol, in oil of thyme. 
This would indicate that the position of the alkyl radical is relatively 
unimportant as far as the fungicidal action is concerned. 

In comparing the structural formula of salicylic, benzoic and cin- 
namic acids with their relative fungicidal power, it would seem that the 
introduction of the alkyl radical is important in increasing this property. 
The hydroxyl group, on the other hand, does not seem to add anything 
to the fungicidal action, as is seen by reference to the relative values 
of benzoic and salicylic acid. 


3. Myers: J. Pharmacol. & Exper. Therap. 18:248, 1926. 
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Lal 
Ordinary phenol has antiseptic and fungicidal properties, 
but it is inferior to many other substances. 


Phenol 


H 
CH(CH3), 
H.C 


Thymol 


H 
H.C 
HCH), 


Catrvacrol 


H 
6% 
HCH:CH, 


E ugenol 


[ OOH 


\ 


Benzoic acid 


H 
COOH 


Salicylic acid 
CH:CH.COOH 


Cinnamic acid 


Kingery found thymol superior to a large 
number of substances as a fungistatic agent, 
but its fungicidal power is relatively weak. 


Carvacrol, which is one of the constitu- 
ents of oil of thyme and is isomeric with 
thymol, was found to have fungicidal pow- 
ers about equal to thymol. 


Eugenol is the main constituent of oil of 
cloves. It has high fungistatic properties, but 
as a fungicide it does not rank high. 


Benzoic acid, which is one of the constituents 
of Whitfield’s ointment, is a benzene ring con- 
taining a carboxyl group. Its fungicidal proper- 
ties in the laboratory are weak. 


Salicylic acid is likewise an important ingre- 
dient of Whitfield’s ointment, and differs from 
benzoic acid in that it contains also a hydroxyl 
group. It is likewise weak as a fungicide in 
laboratory experiments. 


Cinnamic acid is the main constituent of 
oil of cinnamon and is an unsaturated acid. It 
has good fungistatic power, but it is weak as 
a fungicide. 
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CH:CH.CHO 


Cinnamic aldehyde 


CoOONa 


I I 
° 
Oo: One 
I \ I 
c 


. 


Erythrosin 
(HO)Hg 
coona 


Mercutrochrome 
220- Soluble 
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Cinnamic aldehyde, which is also present in 
oil of cinnamon, has a reducing aldehyde group 
in place of the carboxyl group. It has a very 
high fungistatic coefficient, but is a relatively 
poor fungicide. 


On account of the relatively strong 
fungistatic power of iodine, we inves- 
tigated the action of an iodine dyestuff 
known as erythrosin and chemically 
called tetra-iodo-fluorescin. This killed 
the fungus used only in a concentration 
of 1: 12,000, and was markedly inferior 
to certain other mercurial compounds 
investigated. 


Related to erythrosin as a dye- 
stuff is a fluorescin which in com- 
bination with mercury produces 
mercurochrome-220 soluble. Chem- 
ically, its designation is disodium 
di-bromo- hydroxy - mercuri-fluores- 
cin. It contains 28 per cent of 
mercury. It did not show up well 
either as a fungistatic agent or as a 


Re couseaianenah fungicide. 
° 

CUC,H,) N= NHC,H, In the same chemical group 
is rhodamine, with which we 
= J combined 2 molecules of mer- 
curic acetate, the mercury con- 
— tent being about 44.4 per cent. 
The fungicidal action is rela- 

tively poor. 

Rhodamine 


Mercury fuchsin is a dioxy-dimer- 
curi-rosaniline. The position of 
mercury in the molecule has not yet 
been established. It contains 39 per 
cent of mercury. It proved to be a 
good fungicide in some of the tests. 
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Mercury crystal violet is a 
tri-aceto-mercuri-hexamethyl-ro- 
saniline. The position of mercury 
in the molecule has not yet been 
established. It contains 56 per 
cent of mercury. This proved to 
be the best compound as a fungi- 
cide that we studied in the earlier 


tests. 


coralline yellow it 
that the 

groups are dystherapeutic. 
tains 48.8 per 
is relatively poor as a fungicide. 


In mercury 


would appear hydroxyl 
It con- 


cent of mercury. It 


Thymol-P-azo-phenyl mercuric ace- 
tate did not prove to be more than a 


mediocre fungicide. 


4-P-oxybenzene-azo-phenyl mer- 
curic acetate is an azo compound of 
phenol to which mercury was at- 
tached. It contains 43.2 per cent of 


mercury. It is not a good fungi- 


cide. 


Resorcin-P-azo-phenyl mercuric ace- 
tate is an azo compound of resorcinol 
to which mercury was attached. It con- 
tains 41.8 per cent of mercury. It 1s 


not a good fungicide. 














Fig. 1—Fungistatic tests with Epidermophyton interdigitale. The best results were 
achieved with mercury crystal violet in the earlier tests. 
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In view of the known bactericidal action of the “nitro” group 
observed in certain compounds, we decided to test the fungicidal activity 
of this radical. Thus O-nitro-cinnamic-aldehyde was prepared and 
tested. It not only failed to increase the effect of the cinnamic aldehyde, 
but rather, as can be seen in table 2, it somewhat lowered the fungicidal 
effect. 

An effort was made to enhance the fungicidal power of other 
combinations. We prepared, for instance, derivatives of quinaldine-ortho- 
nitro-cinnamylidene-quinaldine and ortho-amino-cinnamylidene-quinal- 
dine—but these preparations were found to be practically devoid of 
fungicidal action (table 3). To increase the penetration and thereby 


possibly increase the effect of these compounds, they were combined 


with picric acid. The result was unsuccessful in increasing the fungi- 
static power, and the compounds possessed less staining action than 
picric acid itself. Similarly negative results were obtained with several 
other preparations in which P-phenylene-diamine and hexamethylene- 
tetramine were combined with cinnamic aldehyde and picric acid. Efforts 
to find efficient fungicidal substances that did not contain a heavy metal 
were then abandoned. We knew from the previous work of Schamberg 
and Kolmer that the mercurials were the best fungicides in the test 
tube in our earlier experiments, but the ordinary mercurials have a rela- 
tively indifferent effect clinically in the treatment for ringworm when the 
fungus is implanted in the tissues. We therefore endeavored to combine 
mercurials with substances that would penetrate. We again demonstrated 
that mercuric chloride, as can be seen in table 2, possesses considerable 
fungicidal power, as does also mercurophen. . However, the penetration 
is poor, and we decided to combine mercury with dyestuffs that have a 
variable power of penetrating tissues. Mercurochrome originally pre- 
pared by White and his associates, we found to be a relatively poor 
fungicide, as was mercury rhodamine, which belongs to the same group 
of dyestuffs (see structural formulas ). 

Next, certain azo dyes of P-amino-phenol-mercuric-acetate were 
tested. Azo derivatives of phenol, resorcinol and thymol were prepared, 
and the results with these compounds indicated that the azo mercurials 
are more fungicidal than the mercury-phthalein dyestuffs. Azo mercurial 
compounds are still being investigated by us. The triphenyl-methane 


siderable fungistatic effect, we determined to combine some of these 
with mercury. A series of these compounds was therefore prepared 
and tested. Mercurial derivatives of coralline yellow, basic fuchsin 
and crystal violet were thereupon made by us. A mercury combination 
with coralline yellow proved to possess but little fungicidal power, but 
much better results were achieved by combination with basic fuchsin 
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and with crystal violet. For reasons of brevity and convenience we 
have called the first named compound “mercury fuchsin,’ and_ the 
latter “mercury crystal violet.” Both of these compounds are seen to 
possess marked fungicidal power. 

Since mercury fuchsin and mercury crystal violet differ from mer- 
cury coralline yellow only in that the hydroxyl groups have been replaced 
by amino and methyl groups, it is suggested that the increased effect 
of mercurial derivatives of these two compounds is primarily due to 
these groups. 

FUNGISTATIC TESTS 

Our tests have been carried out mainly with Epidermophyton inter- 
digitale, for the original strain of which we are indebted to Dr. Fred 
Weidman. This fungus is a rapid and vigorous grower at room tem- 
perature. The fungistatic and fungicidal tests were carried out in 
conformity with the technic originally given in the paper of Schamberg 
and Kolmer.' 

To each culture tube was added 4 cc. of Sabouraud’s maltose medium 
titrated to 1 per cent acid to phenolphthalein, melted and cooled to 40 C. 
The agar and solution or suspension of the medicament to be tested 
were mixed, planted and allowed to harden. These tubes were then 
seeded with the fungus culture. The object was to determine the 
greatest dilution that would restrain growth. 

Tables 1 and 2 give the fungistatic figures of the various substances 
tested. 

It will be seen that the greatest effect is exerted by metaphen, 
mercurophen and the derivatives of cinnamon oil. 

We have come, however, to attach much less importance to the 
fungistatic power of remedies than to the fungicidal effect. From a 


practical and clinical standpoint, the problem is to kill the living organ- 


ism in the tissues, and this requires a good bit more than mere power 
to restrain growth. 
FUNGICIDAL TEST 

In this test a definite volume of variable concentrations of a watery 
solution or suspension of the compound is mixed with an equal volume 
of a homogeneous suspension of the fungus. (Sometimes it is neces- 
sary to add a little alcohol to effect solution of the drug.) A loopful 
is transferred to culture tubes at intervals of fifteen minutes, one hour, 
three hours and twenty-four hours. Twenty tubes are used for each 
test. In this manner it is easy to read the weakest solution that will 
kill fungi in the different time periods. 

In table 3 are seen the respective fungicidal powers of the different 
agents tested. Mercury crystal violet and mercury fuchsin stood out as 
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distinctly the most powerful germicides in the earlier tests. Crystal violet 
showed up marvellously well in the test on Epidermophyton interdigitale, 
hut was much inferior to mercury crystal violet in the test with Tricophy- 








ton granulosum. It was almost as good as mercury crystal violet in the 






test with Microsporon flavus. 






A word of comment is here necessary. \Ve have a strong suspicion that 






the fungicidal activity on cultures depends considerably on the age of the 






culture employed. If one transplants from a forty day old growth in 






a culture tube, it would appear that it is more resistant than a four day 





or a ten day culture. These cultures examined in the hanging drop 











present different pictures. An old growth presents a myriad of spores 











TABLE 4.—Tests with T. Granulosum 














31, Compound. Crystal Violet. Read 2/9/31 


Dilution 15 Minutes 1 Hour } Hours 





1:2,500... 
1:5,000... 
1:7,500... 
1:10,000. . 
1:12,500.. 


















TABLE 5.—Tests with T. Granulosum 









2/3/31, Compound, Mereury Crystal Violet. Read 2/9 31 






15 Minutes 1 Hour 3 Hours 






Dilution 
1:5,000 
1:10,000. . 
115,000. . 
1:20,000. . 
1:250,000 















with but few mycelia, whereas a young culture shows a predominance 


of mycelia with but few spores. One would expect that the growth 






of spores would be more resistant to destructive agents than that of 






mycelia. This doubtless accounts for some of the discrepancies that are 






evident in the tests. It probably explains the unusually high figure 






shown in the fungicidal test for ecrvstal violet with /. interdigitale, as 






this was made with a young culture. This observation was made so 






shortly before the time of publication of this article that we have not 






had the time to demonstrate scientifically the truth of the suspicion. 






We are now making tests every five days of the growth of the fungus 






to determine this point. 






In 1922, Schamberg and Kolmer found that crystal violet killed 





Microsporon audouini in fifteen minutes in a dilution of 1: 1,000, Tri- 





chophyton rosaceum in 1:25, and Achorion schoenleinit in 1: 1,000. 
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CLINICAL INVESTIGATION 

It is obvious that there is a great hiatus between a splendid remedy 
in the test tube and the effect on a parasite in animal tissues. We have 
endeavored to produce ringworm in guinea-pigs and in rats, but thus 
far we have failed, although we have used several strains of fungi. 

We are now trying out mercury crystal violet and mercury fuchsin 
in the human subject, for ringworm eczema of the feet. The fungicidal 
power of these combinations is so strong that we can afford to use a 
weak concentration, particularly as a strong mercurial might irritate 
the skin. On the other hand, if we make it too weak, we lessen the 
penetrative power of the dyestuff. We are, therefore, tentatively using 
a 0.25 per cent concentration of the compound in 25 per cent of alcohol, 


25 per cent of acetone and 50 per cent of water. With this concentration 


we have made some attempt to determine its penetration into the horny 
layer of the skin. After painting a rabbit’s ear for three consecutive 
days, we have removed the area and have made frozen sections of it. 
Microscopic examination discloses the fact that mercury crystal violet 
does penetrate the horny layer but does not stain it deeply. Mercury 
fuchsin is now under trial. 

Our clinical experience has been too brief to permit of any definitive 
statements. Our results, however, have been encouraging. In _ the 
type characterized by macerated skin between the toes, mercury crystal 
violet has given good results. Mercury fuchsin has produced encour- 
aging results in ringworm of the nails, which are scraped with glass 
and painted daily. Mercury fuchsin is cosmetically better adapted for 
the finger-nails, because it is a red dyestuff, whereas mercury crystal 
violet is a deep violet. In highly inflammatory areas, or those to which 
much roentgen treatment has been applied, we prefer first to use other 
remedies until the inflammation has somewhat subsided. The exact 
method of application and the exact concentration that will give the 
best results are still the subject of study. It takes a long time to make 
adequate clinical tests, and it so happens that at the present time our 
material of ringworm of the foot is not particularly rich. 

A list of the oils and other compounds studied is appended : 

Oil sweet birch 

Oil cade 

Oil turpentine 

Oil eucalyptus 

Oil thyme (red) 

Oil santal 

Oil wintergreen 

Oil nutmeg 

Oil caraway 

Oil cinnamon 
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Oil cloves, U.S.P., twice rectified 

Oil cedar 

Thymol 

Benzoic acid 

Salicylic acid 

Cinnamic acid 

Sodium cinnomate 

Thymol picrate 

Cinnamic aldehyde 

Fuchsin-cinnamic acid 

Eugenol 

QO-nitro-cinnamic-aldehyde 

O-amino-cinnamylidene quinaldine 

O-nitrocinnamylide quinaldine 
Q-nitro-cinnamylidene-quinaldine picrate 
O-amino-cinnamylidene-quinaldine picrate 

Picrate of P-phenylene-diamine-cinnamic-aldehyde 
P-phenylene-diamine-cinnamic aldehyde 

Picrate of hexamethylenetetramine cinnamic acid 
Eugenol picrate 

Mercurochrome: di-sodium salt of dibromo-hydroxy-mercurifluorescein 
Mercurophen: sodium hydroxymercuri-O-nitrophenolate 
Mercury fuchsin: dioxy-dimercuri-rosaniline 
Erythrosin: tetra-iodo fluorescein 

Mercury crystal violet: tri-acetoxymercuri-hexamethyl-rosaniline 
Metaphen: di-acetoxymercuri-4-nitro-2-cresol 

Coralline yellow mercuric acetate 

Rhodamine G-mercuric acetate 

P-amino-phenyl mercuric acetate picrate 
4-P-oxybenzene-azo-phenyl mercuric acetate 


Resorcin-P-azo-phenyl mercuric acetate 


FURTHER INVESTIGATION OF THE FUNGICIDAL PROPERTIES OF 
CHEMICAL SUBSTANCES 

In our investigation of the fungicidal properties of chemical sub- 
stances we have gone considerably beyond the results presented in the 
preliminary report published in the Pre-Sessional Volume. 

Early in March, 1931, we repeated some of the work on iodine car- 
ried out by Schamberg and Kolmer in 1922. Curiously, the results far 
surpassed those obtained nine years ago. We are unable to explain the 
discrepancy in results, as our technic apparently was identical with that 
employed the first time. 

The actual figures of fungicidal strength will vary according to the 
fungus used, the age of the fungus transplant and other minor factors. 

We are now convinced that metallic iodine is the most actively fungi- 
cidal substance we have used. With Epidermophyton interdigitale, it 
kilis in a dilution of 1: 85,000 after an exposure of fifteen minutes. 

The second best fungicidal substance is mercury acetate crystal violet 


in 25 per cent alcoholic and acetone solution, which kills on an average 
of about 1: 20,000. 





1046 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Third in efficiency is mercury acetate fuchsin. The two latter prepa- 
rations, because of their staining and penetrating properties, may be of 
value in the treatment of ringworm of the nails. 

For two months we have been using iodine ointments clinically in 
ringworm of the foot. We believe that we are securing better results 
in ringworm-eczema of the feet than we have ever observed with any 
other formula. The combination that we are using at the present time 
is as follows: 

Ge. 
Oil of cloves 0.06 
Oil of cinnamon «so OS 
Iodine 
White petrolatum 


When we wish to use a more drying ointment, we employ the fol- 


lowing : 


Oil of cloves 
Oil of cinnamon 
Tincture of iodine.... 
Zinc oxide 

White petrolatum 


The oil of cloves and oil of cinnamon are added because of their 
strong fungistatic power. While we regard the fungicidal power of a 
remedy much more important, nevertheless, it has seemed advantageous 
to add these oils, which represent in the ointment a 1: 500 concentra- 
tion. In keratotic eruptions there would be no objection to adding 
salicylic acid. 

In order to make sharp tests on ringworm artificially produced in 
animals, we endeavored to produce ringworm with various fungi by 
inoculating the shaven skin of guinea-pigs, rabbits and white rats, but 
we have been uniformly unsuccessful. We finally had recourse to the 
organism of mouse favus, Achorion quinckeanum. Inoculation on the 
skin was successful, but, intravenous, as well as intratesticular and cis- 
ternal, injections proved unsuccessful. Following the method of a Con- 
tinental investigator, we employed in guinea-pigs intracardiac injections 
of smooth suspensions, followed by shaving an area of skin on the back 


and irritating by scarification. 


By this method we were enabled to secure successes in five of eight 


animals, or 60 per cent. A photograph of a successful result is here- 
with appended (fig. 3). In time, the condition on the skin appears to 
improve spontaneously and to get well. 

We then endeavored to prevent localization on the skin by the intra- 
venous injection of compound solution of iodine (iodine 5, potassium 
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iodide 19, aqua 100) in doses of 2 mg. per kilogram, given twenty-four 
and thirty-six hours after intracardiac implantation. These results were 
unsuccessful. 

We shall carry out experiments with the idea of determining whether 
localization on the skin after the intracardiac injection of fungus can be 
prevented by the intravenous injection of iodine solution. This would 
appear to be possible in view of the fact that there are favorable indica- 
tions in the literature of the effect of intravenous injections of iodine 
on fungus diseases. 

Ravaut,* in 1921 and 1922, reported two cases of tinea sycosis in 
which the patients were quickly cured with intravenous injections of 
iodine ; in the one case Gram’s solution was used, and in the other, com- 
pound solution of iodine. 








Fig. 3—Favus of the skin of a guinea-pig, following an intracardiac injection 
of the fungus. 


One begins with 1 cc. and increases 1 cc. daily until 5 ce. is used 
(1 cc. would equal 0.05 of iodine). 

Ravaut referred to the superiority of compound solution of iodine 
(which, of course, is much stronger than Gram’s solution), but thought 
that the curative results were due to the effect on the terrain or tissue 
soil. 

3edford Shelmire,® in 1927, reported a case of extensive sporotri- 
chosis infection of the arm in which the patient was rapidly cured by 
intravenous injections of compound solution of iodine, and likewise a 


case of cervical actinomycosis in which the condition was promptly 


4. Ravaut: Trichophytie de la barbe a type de kerion rapidément guéri par 
des injections intraveineuses de solution de Lugol, Ann. de dermat. et syph. 2:229, 
1921; 3:30, 1922. 

5. Shelmire, Bedford: Intravenous Iodine Therapy: A Preliminary Report, 
Texas State J. Med. 22:644 (Feb.) 1927. 
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healed by the same treatment after being unsuccessfully treated previ- 
ously with large doses of potassium iodide combined with the use of 
filtered and unfiltered x-rays. Shelmire further carried out experiments 
on the intravenous use of various iodine combinations, substituting the 
sodium for the potassium salt in compound solution of iodine. Swartz, 
Blumgart and Altschule® called attention to the favorable effect of 
inhalations of ethyl iodide in certain dermatoses, particularly tinea 
cruris. 

We wish to emphasize several points of importance in connection 
with iodine therapy in fungus conditions. 

Our experiments establish the fact that metallic iodine alone exerts 
the strong fungicidal power in ringworm in iodine-iodide combinations. 
In culture tubes, potassium, sodium and calcium iodide solutions are not 
fungicidal in 10 per cent concentration in fifteen minutes, whereas iodine, 
with the fungus referred to, was destructive in 1:85,000. We have 
produced a stannic iodide which is an unstable iodine combination far 
superior to potassium, sodium and calcium iodide. If the iodine is 
firmly bound to the base and is not freed in the system, it will be virtu- 
ally therapeutically inert against fungi. Therefore, in the treatment for 
sporotrichosis, blastomycosis, actinomycosis, dermatitis coccidioides, etc., 
it would seem, at least theoretically, that nothing but a preparation 
containing free iodine should be used. 

It is important, therefore, to determine the most eligible preparation 
for oral and for intravenous use. 

Some years ago Dr. Kolmer and one of us (Dr. Schamberg) studied 
the toxicity of some of the iodides by intravenous injection into white 
rats. 

Compound solution of iodine is tolerated when given intravenously 
to the white rat in a dose of 20 mg. per kilogram; it is, therefore, seven 
times as toxic as a good preparation of arsphenamine. Potassium iodide 
is tolerated in a dose of 500 mg. per kilogram, and sodium iodide in 
a dose of 2 Gm. per kilogram. Stannic iodide, which we have elab- 
orated, is tolerated in a dose of 30 mg. per kilogram. 

We have recently substituted sodium iodide and calcium iodide for 


potassium iodide in compound solution of iodine without reducing the 
toxicity. Another modification has, however, increased the tolerated 
dose from 20 mg. to 30 or 35 mg. This is by employing the following 


formula: 


Iodine 

Sodium iodide 

5 per cent dextrose solution 
6. Swartz, J. H.: Blumgart, H. L., and Altschule, M. D.: Ethyl Iodide 
Inhalations in the Treatment of Mycotic Infections of the Skin and Allied Con 
ditions, Arch. Dermat. & Syph. 21:182 (Feb.) 1930. 
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Furthermore, by using this combination one appears to avoid the 
local irritation and thickening of the veins which follow intravenous 
iodine therapy. Rabbits that squeal and show signs of distress when 
aqueous solutions of iodine are used are quiet during the use of dextrose 


solutions. 
ADDENDUM 


In 1922, Schamberg and Kolmer'! found that iodine in a dilution 
of 1: 100,000 restrained the growth of Trichophyton rosaceum, but was 
much weaker against Microsporon audount and Achorion schoenleinii. 
In fungicidal tests against Trichophyton rosaceum, it killed in fifteen 
minutes in a dilution of 1:5,000. Since the early part of March, we 
have again been working with iodine, and while when combined with 
dyestuffs its power is weak, when used as a compound solution (Lugol’s 
solution) it has recently killed fungus, in a dilution, 1: 500,000, the 
highest to be used. Mercury crystal violet, which was tested at the 
same time, killed Epidermophyton interdigitale in a dilution of 1 : 40,000, 
the highest dilution used, but fell far below this figure when Tricho- 
phyton granulosum and T. flavum were used. We must therefore 
modify the statement made in the body of the paper, that mercury 
crystal violet has shown the highest fungicidal power of any substance 
thus far known. Iodine in metallic form appears to be the strongest 
fungicide. 

ABSTRACT OF DISCUSSION 

Dr. CHarLtEs M. Witiiams, New York: We are much indebted to Dr. 
Schamberg for all that he has done in testing out these various drugs. The only 
one in which his results run counter to our clinical experience is the use of salicylic 
acid and benzoic acid, which we have found very useful. This, we believe, is 
due to their action as exfoliants, and in stimulating resistance. I still believe 
that the local reaction of the host is a large factor in these cases. The use of 
iodine, as recommended by Sabouraud some time ago, is still my mainstay, but 
if used strong it is too irritating. The essential point is to continue the treat- 
ment indefinitely, and not to use too irritating a mixture. I have had little experi- 
ence with the intravenous use of iodine, but have tried it and have had the same 
experience as Dr. Schamberg, that it is irritating. Then I tried the Ravaut 
method, in which the iodine is mixed before injection with sodium thiosulphate ; 
[ got better results and not so much irritation, as reported recently in the treat- 
ment in a case of sycosis of the beard. That I think is a good method. How it 
will result in ringworm of the nails, I do not know. It seems to me that the 
effect may be slight, but it may be all right. I recall the case of a patient with 
tinea of the feet treated by the Ravaut method, in which the disappearance was a 
little more rapid than it usually is; however, I speak of this with hesitation, 
for the more severe the reaction to the disease, the quicker do these cases clear up. 

Dr. Lyte B. KrinGery, Portland, Ore.: As Dr. Schamberg has courteously 
said, about two years ago we reported the results of a series of experiments having 
to do with the fungicidal and fungistatic action of the volatile oils. Our interest 
and experiments have been continued. At the beginning of the last school year of 
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the University I had occasion to talk over this work with the head of the depart- 
ment of chemistry. He seemed rather optimistic about the chemical approach 
to the question because of the similarity of the structural formulas of many of 
the remedies we have been accustomed to use. Accordingly, such an investigation 
was begun and is being continued, very similar in method to that just reported 
by Dr. Schamberg. 

At certain points our investigations have been exactly parallel, that is, dealing 
with the structural formulas of drugs, endeavoring to increase the potency with- 
out increasing the toxicity. Dr. Schamberg has included drugs that we have 
not used, and, similarly, we have looked over some that he has not mentioned. 
I see no reason why in a condition about which so much is said and about which, 
so far as I am concerned, there is still much left to be desired in the treatment, 
these two investigations cannot be continued without any impairment of feeling 
between Dr. Schamberg and myself. Finally, it goes without saying that whatever 
data I now have are at his disposal. 

Dr. Beprorp SHELMIRE, Dallas, Texas: I have hoped for some years that 
a man with both ability and resources would take up the problem of intravenous 
iodine therapy. In deep fungus infections of the skin this drug offers interesting 
possibilities, if the annoying accompanying phlebitis can be eliminated. Doses 
of from 3 to 12 cc. of compound solution of iodine or iodine-sodium iodine solution 
(5 per cent iodine; 10 per cent sodium iodine) well diluted with distilled water 
or physiologic solution of sodium chloride can be given intravenously at a single 
injection. I have given many patients a total of from 50 to 80 cc. of compound 
solution of iodine intravenously within a few weeks’ interval. In none of these 
patients was a systemic reaction noted following the injection of the drug. I 
look back over those experiments with fear when I hear Dr. Schamber remark 
that the drug is seven times more toxic than arsenic. Dr. Schamberg was instru- 
mental in making arsphenamine less toxic and its administration more convenient. 
I think that he can do the same for metallic iodine. In certain deep fungus 
infections, such as actinomycosis and blastomycosis, especially of the abdominal, 
osseous and systemic types, large amounts of metallic icdine, although toxic, may 
be justifiable until a better preparation is found. 

Dr. Kart G. Zwick, Cincinnati: Dr. Schamberg’s statement of the strong 
fungicidal effects of iodine recalls to my memory that at one time a mode of 
treatment for lupus erythematosus was in vogue which consisted of the ingestion 
of considerable amounts of alkaline iodides in combination with the subsequent 
application of oxidizing agents to the lesions. 

Should this method of Pfannenstiel’ not result in the liberation of elementary 
iodine in sufficient high concentration, one may try to apply iodides directly 
to sede morbi, as the percutaneous penetration of the iodide ion was some time 
ago again demonstrated by me at Jadassohn’s clinic in Berne. The liberation of 
iodine in the so-called statu nascendi or the status nascens may, of course, be 
set in motion by the same physical or chemical agents as with the method of 
Pfannenstiel. 

Whether one or the other procedure is followed, I am impressed by the thought 
that, although colloidal iodine has disappointed us, Schamberg’s announcement 
seems to open up a promising mode of chemotherapeutic attack on mycotic infections 
of the skin. 

Dr. Jonn E. Lane, New Haven, Conn.: I have found by practical experience 
that iodine is the best remedy to use in ordinary cases of ringworm. Of course, 
we all know that it must not be used in full strength. The form in which it is 
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applied makes a great deal of difference. A 2 to 4 per cent solution in alcohol 
can commonly be applied daily without any irritation. The objection is that it 
dries the skin and does not penetrate much, but in combination with Whitfield’s 
ointment it works fairly well. I have found that iocamfen, a solution of iodine, 
camphor and phenol, sometimes works better than the other solutions. This does 
not harden the skin, but softens it, and the iodine seems to penetrate better than 
in other forms. The earlier preparations of iodine in mineral oil or white 
petrolatum that Sabouraud suggested are not nearly as efficient as this. 

[ should like to ask Dr. Schamberg whether he has found mercurochrome-220 
soluble of much value. I have not found it so. 

Dr. WALTER J. HiGHMAN, New York: Probably there is little that is more 
gratifying than the stimulating kind of work presented this year, similar to that 
Dr. Kingery and Dr. Bedford Shelmire presented on other occasions. In the 
sense that the word nemesis is used in the great tragedies, it may be a little 
sardonic that after all our work in chemotherapy we are again suggesting 
metallic iodine as our ancestors employed it in ringworm of the scalp fifty years 
ago. I have not used iodine intravenously, and I know nothing about the experi- 
mental work connected with it; nevertheless, it occurred to me that as ringworm 
is susceptible to many forms of treatment, to treat so simple a condition intra- 
venously may bring about dire results without our suspecting it; damage to the 
thyroid gland, or, in view of Dr. Eller’s recent experience with iodine, an amazing 
systemic response. To me it seems like breaking a butterfly on a wheel. I am 
not here as a prophet, but I wish to point out that in a disease like ringworm 
systemic treatment of the sort suggested will promptly be abandoned because the 
remedy will prove too risky for the disease. 

Dr. Frep D. WerpMman, Philadelphia: Of course, the ideal treatment for 
ringworm, particularly dermatophytosis, is that which will, first, clear up the 
disorder and, secondly, relieve us of the necessity for reading papers such as the 
next one on the program, which bears on reinfection; that is, the establishment 
of conditions on the feet under which, whether once cured by iodine or whatnot, 
will prevent any repetition of the same infection. However, pending that millenium, 
any improvement of the immediate treatment in these cases is always in order. 
Dr. Schamberg, as usual, is in the forefront of moves of this sort. Of course, 
the employment of rational methods of chemotherapy is in order; perhaps Castellani 
had something of that sort in mind when he advised his carbol fuchsin paint 
(fuchsin to secure penetration?), going at it in an entirely empiric way and 
not with the experienced chemist that Dr. Schamberg has. 

However, there are some basic principles that must be adhered to in chemo- 
therapeutic work. You may recall that recently The Journal of the American 
Vedical Association contained a list of bismuth preparations with comments on 
them as to their eligibility, and pointing out the necessity for, in all cases, determin- 
ing whether the new compound was simply a mixture or a valid new molecular 
compound. This requires most discriminating chemical knowledge. The point 
about all this is that if you are going to increase the value of an already energetic 
agent against dermatophytosis, for instance iodine, by inserting mercury or a 
dye somewhere in the compound, you must have it as a separate side chain, an 
integral member of the particular molecule. Otherwise, you will have merely an 
additive effect, and one that is not at all comparable to that of a new structural 
formula. Dr. Schamberg is very fortunate in having at his disposal an experi 


enced chemist, in the person of Dr. Brown, to cover this phase. 
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In relation to iodine, may I call attention to a crude preparation of powdered 
colloidal iodine that is put out in pound lots for the treatment for intestinal 
parasites? We have contemplated using it at the Philadelphia Zoological Gardens 
(Chandler, W. L.: Iodine on the Poultry Farm, Poultry Science 9:40 [Nov. 1] 
1929. Lederman, M. D.: The Nonsurgical Dry Treatment of Chronic Suppura- 
tive Otitis with Iodine Powder [Sulzberger], Laryngoscope 40:397 [June] 1930). 

This is a dry compound, not dissolved in alcohol or anything, and is therefore 
nonirritative. I have not tried it yet for dermatophytosis, but the salesman had 
a little stick with some of the material on it and he painted it over the tip of 
his tongue to demonstrate the blandness of the preparation. 

Dr. SIGMUND POLLITzER. New York: The administration of the alcohol 
solution of iodine is relatively useless, because it has so little penetrating qualities. 
If you use a benzene solution, you will get a much better penetration and, based 
on my clinical experience, much better results. A solution with 2 or 3 per cent 
of iodine is adequate. I use this altogether for sterilization of the skin before 
proceeding to do any surgical work, and get perfectly satisfactory results. I 
recommend that you employ this benzene solution. It makes no lasting stain, 
disappears in five minutes and sterilizes perfectly. 

Dr. J. FRANK SCHAMBERG, Philadelphia: In reply to the query of Dr. Lane, 
I should say that any mercurial dyestuff has, of course, some value in the treat- 
ment for epidermophytosis, but I could name three or four that are far superior 
to mercurochrome. Mercurochrome as a local antiseptic is very weak. Many 
things are superior to it. 

I knew, of course, that Dr. Kingery has been for a long time interested in 
laboratory work on agents against ringworm. The work I have reported today 
is based on a year and a half of continuous, daily work, but, of course, I do not 
mean to arrogate to myself all the credit for the work. I am greatly indebted 
to my collaborators. We have met many pitfalls and made many errors, and I 
wish to warn you against these. If you use Epidermophyton interdigitale you 
will be using a very rapidly growing fungus. 7. granulosum, T. flavum and some 
of the other organisms are much more slowly growing. The age of the fungus 
used in the test has much to do with the action of the remedy. Old cultures are 
much more resistant. The subculture of an old culture consists mainly of spores, 
and, therefore, the results would read more poorly than if a young subculture 
were used. 

Dr. Williams has referred to the valuable clinical effect of Whitfield’s ointment. 
I subscribe to that; we ali know that it is valuable, but we claim that it does 
not act as a chemical fungicide. It acts as an exfoliant. 

Dr. Pollitzer referred to the use of benzene as a good solvent for iodine. 
Our work has been too recent to try out many solvents, but in the use of the 
crystal violet we have used 25 per cent benzene and 25 per cent acetone, with a 
view of securing better penetration into the tissues. 

I am grateful to the gentlemen for their kind discussion. We all know how 
difficult a subject this is and how daily we come in contact with persons who 
have fungus infections, and the necessity for improving our technic against them 
is very important. I have merely suggested certain lines along which I think 
development should take place. There is sufficient talent in this organization te 


continue this work, modify it and improve it. 





A\ NEW ANTIMONY COMPOUND IN THE TREAT- 
MENT FOR’ LEPROSY * 


JEROME KINGSBURY, M.D. 


NEW YORK 


Arsenic had a most prominent place in the earliest records of the 
treatment for leprosy and its use has been recommended until the present 
time. Other heavy metals were also formerly employed as antilepra 
remedies. 

In more recent times, observations on the action of metals in the 
treatment for leprosy have opened new fields of endeavor, especially 
in view of the fact that some preparations have shown therapeutic 
activity in hydatid diseases and on certain bacilli, of which the Hansen 
bacillus possesses characteristic properties. As might have been 
expected, the arsphenamines have been used in leprosy, though with 
little success. Other metals have been tried, with varying results. 

However, some success has been achieved in the treatment for 
leprosy with antimony. Cawston * showed that intramuscular injections 
of antimony have a decided effect on patients when Bacillus leprae 
is still active, and that the effect on the general condition of patients 
with leprosy is beneficial. Colloidal antimony was used in a group 
of cases. Six cases were reported by Cawston in this series. In 
the same year, he* reported that other forms of antimony 
showed a favorable action on the course of the disease when injected 
intravenously twice a week. In the next year Cawston* reported that 
cases with a mixed infection responded favorably, and that the drug 
showed a tonic effect rather than a depressant action. Ulcerated lesions 
healed; the condition of the eyes improved, and better general health 
was noted. 

Wildish,® working at the Amatiklu Leper Institution in Zululand, 
where there were more than 200 patients, tried treatment with antimony 
for two months in 20 of the worst cases, and he noted beneficial results 





* Read at the Fifty-Fourth Annual Meeting of the American Dermatological 
Association in June, 1931, at Toronto, Canada. 

1. Rasaratnasamuchchchaza, An East Indian Work on Materia Medica, 1300 
B. C. 
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Cawston, F. G.: Antimony in Leprosy, Brit. M. J. 2:76 (July 17) 1920. 


3. Cawston, F. G.: Antimony in Leprosy, Brit. M. J. 2:855 (Dec. 4) 1920. 
4. Cawston, F. G.: Antimony in Leprosy, Brit. M. J. 1:419 (March 19) 1921. 
5. Wildish, quoted by Cawston, F. G.: Antimony in Leprosy, South African 


M. Rec., Dec. 22, 1923. 











1054 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


in relief from paralysis and drying up of the ulcers. He concluded 
that the results from the use of antimony alone were encouraging, 
and that the preparation was a great help in treating patients with 
leprosy, resulting in a cure in many cases. 

Versary ° tried the use of antimony and noted that the ulcers healed 
rapidly in all cases, with marked improvement in the general condition 
of the patients. In Versary’s first case the ulcers were completely 
healed after the fifth injection. In his second case, the ulcers were 
completely cicatrized after the seventh injection. 

In 1917, Christopherson‘ established antimony and potassium tar- 
trate as a routine treatment for bilharzia disease in Egypt and concluded 
that no equally effective or less toxic preparation was available. He 
stated that undesirable results from the unskilful administration of 
the drug were occasionally experienced in various parts of South 
Africa. Infiltration and intolerance were the conditions frequently 
noted. Large doses are unnecessary, but frequency of injection seems 
to be an important factor. Ulcers frequently heal after four days 
of treatment, with considerable improvement in the paralysis. One 
patient with an acute case of nodular leprosy was considerably improved 
after one injection of Comar’s preparation of sulphur and antimony. 

For the past several years C. N. Myers of New York has been con- 
cerned with the preparation of antimony compounds that would be less 
toxic and consequently could be administered in larger doses than anti- 
mony and potassium tartrate. 

The investigations of Voegtlin and Smith* pointed out that the 
mechanism of activity in antimony was analogous to that in arsenic. 
It therefore occurred to Myers that a preparation containing two dynamic 
active groups with entirely different metals might prove therapeutically 
active in their action on protozoal infections, hydatid diseases and B. 
leprae. 

The preparation that was finally selected for this purpose was 3-3 
diamino 4-4 dihydroxy arseno-stibino benzene. For use in discussing 
the therapeutic application, the preparation will be spoken of as M 303. 
It is light brown and soluble in water, and it has an acid reaction. It 
is alkalinized by the addition of 0.9 cc. of normal sodium hydroxide 

6. Versary, quoted by Cawston, F. G.: Antimony in the Treatment of Lepers 
and Hydatid Disease, J. Trop. Med. 25:27 (Feb.) 1922. 

7. Christopherson, quoted by Cawston, F. G.: Antimony and Emetine in 
silharzia Disease, Lancet 2:1049 (Nov. 19) 1921. 

&. Voegtlin, C., and Smith, H. W.: Quantitative Studies in Chemotherapy : 
I. The Trypanocidal Action of Antimony Compounds, J. Pharmacol. & Exper. 
Therap. 15:453, 1920. 
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per decigram. The resulting disodium salt is diluted with physiologic 
solution of sodium chloride so that the final volume is not less than 
0.1 Gm. in 10 ce. of solution. This solution is slowly injected intra- 
venously with a small gage needle. The preparation is well borne. 

Four patients with leprosy were treated. The first three were from 
the service of Dr. Binford Throne at the New York Skin and Cancer 
Hospital, and the fourth was a private patient referred to me by Dr. 
Henry J. F. Wallhauser of Newark, N. J. All of the hospital patients 
were treated under the direction of Dr. Throne, who is the first physi- 
cian to have used M 303 in the treatment for leprosy. 


REPORT OF CASES 
Case 1.—Cyril C., a colored boy, aged 10 years, born in Dutch Guiana, was 
first seen on July 2, 1926. According to his father, the duration of the disease 
was four years. There were no other cases in his immediate family. 


=xamination showed an irregular, crescentic lesion with an infiltrated, brownish 


red, granulomatous border on the anterior and external aspect of the right thigh. 
The lesion was approximately 16 cm. in length and about 1.5 cm. in width. There 
was a similar though somewhat smaller lesion on the left calf. There were 
several small round lesions on the face and the upper extremities. There was a 
circinate lesion about 3 cm. in diameter on the left buttock. The large patches 
on the right thigh were anesthetic. The smaller areas showed moderate depig- 
mentation, and there were changes in sensation. The right hand showed distinct 
atrophy of the interosseous muscles. Both ulnar nerves were enlarged. Ther: 
was no nasal discharge, and none of the lesions showed ulceration. 

The patient had been treated in another hospital and had been given chaul- 
moogra oil without any benefit. 

On August 4, he was admitted to the outpatient department of the New York 
Skin and Cancer Hospital and was given intravenous injections of M 303. These 
injections were given once a week. At first the doses consisted of 3 cc. of a 1 
per cent solution. These were well borne, and the dose was gradually increased 
to 6 cc. An occasional injection of sodium thiosulphate, 0.5 Gm., was given t 
prevent possible metallic retention. Treatment was continued until March 9, 1928 
Improvement was noted from the first, and after about six months some of the 
lesions had cleared up. There was a return of tactile sensation in the sites of 
the lesions. The condition continued to improve, and all treatment was discon 
tinued on March 9, at which date there was no activity in any of the lesions. 
The anesthesia had disappeared, and there was a complete restoration of muscular 
power in the right hand, with a return of its normal form and shape. 


The Department of Health of the City of New York keeps patients 
with leprosy under supervision, and they are examined by an inspector 
twice each year. The following report is from the official records of 
the department. 


“July, 1928: This case is apparently recovered clinically. The lesions hav 


practically entirely disappeared and there is no anesthesia at the site of the o 
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lesions. He is in good health. He has been under treatment at the Skin and 
Cancer Hospital, but treatment was discontinued about two or three months ago. 

“January, 1929: He appears to be in excellent physical condition. He has been 
free from all lesions for the past year, during which time all treatment has been 
discontinued. There has been no recurrence to date.” 

I last examined the patient at the Skin and Cancer Hospital on Feb. 27, 1931. 
At that time he seemed a normal boy for his age (15 years), and there appeared 
to be complete restoration of muscular function in the hand (right) that had been 
affected. The sites of the old lesions showed a moderate depigmentation and in 
some places a slight atrophy. 

Case 2.—Eldred M., a Negro, aged 22, born in the Virgin Islands, was admit- 
ted to the outpatient department of the New York Skin and Cancer Hospital on 
Oct. 29, 1928. He claimed that the condition had been present for only six months. 

The patient’s face showed typical lesions of nodular leprosy, being especially 
marked on the forehead and about the eyebrows. The lobes of the ears, the 
cheeks, etc., were affected. Similar lesions were present on the trunk and the 
upper extremities. The involvement of the lower extremities was much less 
marked. The ulnar nerves were enlarged, and in places anesthesia was found. 
A smear of the nasal discharge was positive for Hansen’s bacillus. 

The patient was given intravenous injections of M 303 three times a week. 
From Novy. 2, 1928 to Jan. 4, 1929, the dose was 10 cc. of a 1 per cent solution. 
After that date, it was increased to 15 cc. This dose was continued until July 
15, when treatment was discontinued owing to the fact that the patient was trans- 
ferred to one of the public hospitals. At this time the lesions had become smaller, 
the nasal discharge had ceased, and the general condition had improved. 

Case 3.—Robert S., a Negro, aged 22, a native of Venezuela, was admitted to 
the outpatient department of the New York Skin and Cancer Hospital on March 
9, 1928. He stated that he had had the disease for about three months. 

His face, especially the cheeks, showed brownish-red, slightly infiltrated, granu- 
lomatous lesions. The lesions on the trunk, back and chest were of the annular 
type. The hands showed atrophy of the interosseous muscles. Anesthesia was 
detected in various lesions. The ulnar nerves were enlarged. The skin showed 
the peculiar satiny texture characteristic of the disease. 

Intravenous injections of M 303 were given three times a week. The initial 
doses were 10 cc. of a 1 per cent solution, after which the dose was 15 cc. This 
patient was under treatment until June 2, when he was removed to another hospital. 

Case 4.—Nicolas Z., a white man, aged 24, was born in Cypress, of Greek 
parentage. He was strong and well developed. At the time of the first examina- 
tion on April 19, 1930, he stated that he had had the disease for less than a year. 

There were large nodular lesions on the face, particularly on the forehead and 
the cheeks. There were large, scaly, infiltrated patches and numerous nodules 
on the trunk. The ulnar nerves were considerably thickened, and there were well 
defined areas of anesthesia on the trunk and extremities. The hands were red 
and scaly, and there was moderate atrophy of the interosseous muscles. 

At first intravenous injections of M 303 were given three times a week; the 
dose was 10 cc. of a 1 per cent solution. The dose was later increased to 15 
and then to 20 ce., when it was given twice a week. The last treatment was given 
on August 22. At this time there was improvement in the general condition; all 
of the lesions were smaller and less infiltrated, and the muscles of the hand had 
become larger and stronger. Although the disease was in an active stage when 
the patient was first seen, no new lesions appeared while he was under treatment. 
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SUM MARY 

In the first case a cure was apparently obtained. 

In the second and third cases moderate but progressive improve- 
ment was noted up to the time the patients were transferred to other 
institutions. 

In the fourth case there was an apparent arrest of the disease and 
a decided improvement in the symptoms and the appearance of the 
lesions. 

From my study of these four cases, two of the maculo-anesthetic 
and two of the nodular type, I believe that this preparation of antimony 
is superior to the ethyl esters of chaulmoogra oil, and that the remedy 


is one that may be of considerable value in the treatment for leprosy. 


ABSTRACT OF DISCUSSION 
Zwick, Cincinnati: Since tubercle bacilli are rather closely 


Dr. KARL G. 
Hansen (both are acid-fast and have similar staining 


related to the bacillus of 
qualities), it would seem to me that the new antimony compound might be given 
Patients or experimental animals 


a cautious trial in suitable forms of tuberculosis. 
with tuberculosis are much more easily obtainable than leprous patients or animals 














PEMPHIGUS NEONATORUM CONGENITUS OR 
IMPETIGO NEONATORUM CONGENITA * 


CHARLES D. FREEMAN, M.D. 
ST. PAUL 


The rarity of the congenital occurrence of pemphigus simplex or 
impetigo neonatorum seems to me to be reason enough to report and 
describe two cases that have come to my attention. 

There is little in the literature on nonsyphilitic pemphigus. It is 
true that there have been a number of reports, but many of these do 
not stand critical analysis and appear to be examples of other conditions, 
such as toxic bullous eruption following the ingestion of drugs by the 
mother, epidermolysis bullosa hereditaria and congenital defects of the 
skin or traumatic denudations. I shall discuss only the cases of bullous 
impetigo in which the bullae were definitely present on the infant at 
birth and not those in which the bullae developed after delivery. 


REVIEW OF THE LITERATURE 

Labardt and Wallart * published a careful analysis of sixteen cases 
of pemphigus neonatorum congenitus, including three of their own. 
The first case was one cited by Richter and was seen by Osiander in 
1794; it was a doubtful case, as it was reported that the baby bore 
healed lesions at birth. The second and third cases reported by Dugec 
seemed to be true examples of congenital pemphigus. Case 3, the report 
states, concerned an infant weighing 6 pounds (2.7 kg.), with more 
than 100 blisters; in spite of the extent of the eruption, the lesions 
had dried by the third day of life. Siebold’s description of his case was 
not convincing, while the case reported by Abegg occurred in a lying- 
in home where an epidemic of pemphigus neonatorum was in progress. 

Abegg’s second case was that of a dead fetus with blisters especially 
on the surfaces of the joints; the soles and palms were free. Case 7 
of this report was by Hervieu and seemed to be doubtful, while Winkel’s 
observation, again, was made during an epidemic. The cases reported 
by Legg and Henoch might be interpreted as examples of epidermo- 
losis bullosa. Bar and Koblank reported cases 12 and 13, and their 
descriptions could be accepted as typical for the condition. Labardt 
and Wallart’s cases make up the other three of the publication and 


* Submitted for publication, Feb. 8, 1931. 

*From the Division of Dermatology, University of Minnesota. 

* Read at the Fifty-Fourth Annual Meeting of the American Dermatological 
Association, Toronto, Canada, June, 1931. 

1. Labardt, Alfred; and Wallart, J.: Ueber Pemphigus neonatorum simplex 


congenitus, Ztschr. f. Geburtsh. u. Gynak. 61:600, 1908. 
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ire well described and discussed. They stressed particularly the need 
of ruling out syphilis, and pointed out that in their cases the disease 
was not virulent; it subsided quickly, a point decidedly against syphilis, 
for the pemphigoid type of pustular syphilid is usually an early and 
severe manifestation. The source of infection is a great question with 
these authors. The mother of one of their patients had an infected 
finger and another suffered from postpartum phlebitis, but these obser- 
vations cannot necessarily be translated into terms of blood-borne 
infections. 

In their first case, staphylococci were obtained on bouillon culture ; 
in the second case, the culture was sterile. In the third case, twins 
were born; one child was entirely normal, while the second bore many 
blisters on the skin. The placenta was normal microscopically. 

It is difficult to draw conclusions from this publication. It is clear 
that at least some of the cases are clearcut examples of the presence of 
bullous, nonsyphilitic eruptions on infants at birth, and that in one case 
a congenitally infected infant was the source of infections to other 
infants. 

Von Reus,’? in summarizing his comments on congenital pemphigus, 
stated that the origin of the congenital lesions is not clear, and that 
one cannot assume either an intra-uterine infection from the placenta 
or a vaginal infection, unless the amniotic fluid is permaturely lost. 
Labardt and Wallart discussed all of these possibilities and recounted 
numerous experiments showing that infections may be passed from the 
mother to the fetus; tuberculosis, typhoid fever, syphilis and scarlet 
fever are examples of diseases that may occur in such a manner. At 
times the mother shows no clinical signs of a disease, while the offspring 
is infected. In cases of pus infections, the mother may harbor a so-called 
cryptogenetic infection. 

Matzenauer’s * discussion before the Vienna Dermatological Society 
is the most conclusive argument and explanation of these cases. He said 
that the cases of impetigo neonatorum that developed first a day or 
so after birth were due to external infection and to staphylococci, 
while those in infants with an intra-uterine infection showed bullous, 
septic exanthems, the infants being infected from within by way of the 
blood stream. He stated that he had been able to study a large number 
of cases. He described the case of a gravid woman with impetigo 
circinata whose child had pemphigus neonatorum a day after birth. 

At the same meeting, Luithlen* stated that the staphylococcus was 
established as the cause of pemphigus as well as of impetigo of the 
new-born infant. The various clinical forms were dependent on the 

2. von Reus, August Ritter: The Diseases of the Newborn, New York, 
William Wood & Company, 1922, p. 402. 

3. Matzenauer, Rudolf: Arch. f. Dermat. u. Syph. 63:371, 1902. 

4. Luithlen: Arch. f. Dermat. u. Syph. 63:372, 1902. 
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qualities of the skin of the particular host, especially in the first weeks 
of life. Luithlen made the valuable distinction between the ordinary 
type of pemphigus neonatorum, which is superficial, and the septic 
type, which is not so superficial, but a type in which the lesion soon 
becomes sanguinolent, the base ulcerous and the loss of substance often 
deep. 

Before the same society, Grosz * told of his experiences at the Lucina 
Lying-In Hospital and related an interesting case of congenital 
pemphigus, in which the mother was entirely well. He recalled a 
similar case of Peter’s in which staphylococci had been found in the 
blood and milk of a mother who was well. 

Reed ® brought the attention of American dermatologists to the 
possibility of congenital pemphigus in 1928. He discussed the subject 
in connection with epidemic impetigo and suggested the name pyoder- 
matitis neonatorum; he also stressed mother’s milk as a source of 
infection. Reed also described an unimpeachably diagnostic case of con- 
genital infection. This article contains a bibliography of some length. 


ETIOLOGY 

The older literature attributes to Staphylococcus aureus the role of 
the causative agent in impetiginous dermatoses. In more recent times, 
owing to the work of Lewandowsky and of Sabouraud,’ streptococci 
have been proved to be the organisms found in the lesions. In a recent 
unsigned editorial discussing the paper of Balog,* who stated that 
the staphylococcus is the cause of impetigo, the writer explained the 
ease with which an investigator may come into error, for it requires 
special methods and cultivating in order to identify the organisms found 
as streptococci. The direct smears often show diplococci that on culture 
are proved to be streptococci. He also is convinced that mixed infections 
are common because the impetigo bulla is so thin-walled that on raising 
it leaves many follicular openings behind, and hence, the staphylococci 
play a secondary role. 

How does the infection reach the fetus? This question is, of course, 
difficult to answer, and unless the mother is clinically ill, one does not 
have an opportunity to study her from the point of view of etiology, 
and too, one is not expecting to see a fetus with a bullous eruption. In 
the two cases reported here, the mothers were perfectly well at the 
time of delivery, and there was no history of contact with patients 


5. Grosz: Arch. f. Dermat. u. Syph. 63:373, 1902. 

6. Reed, C. B.: Impetigo or Pyodermatitis Neonatorum, Arch. Dermat. & 
Syph. 18:26 (July) 1928. 

7. Sabouraud, R.: Pyodermites et eczemas, Paris, Masson & Cie, 1928, p. 100. 

8. Balog, Paul: Sur la bactériologie de l'impétigo bullosa et du pemphigoide, 
Ann. de dermat. et syph. 1:1277 (Dec.) 1930. 
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with impetigo. There seems to be no logical assumption, except that the 
fetus may be infected by a blood-borne organism or a toxin. The 
element of time appears to be entirely too short for an infection during 
parturition. 

HISTOLOGY 

The histology of impetigo neonatorum has been carefully studied by 
numerous investigators. Cole and Ruh® reported that many areas 
of epidermis of the skin are lost. Imperfect cornification is noted, even 
the uppermost layer of cells retaining their nuclei, and no stratum 
lucidum or granulosum is found. Above the epidermis, or rather its 
remnant, a thick crust made up of fibrin, broken down cells and large 
clumps of cocci is generally found. The process is especially marked 
along the course of the hair follicles. In some instances it is possible 
to find inflammatory and necrotic changes with bacterial invasion to 
the roots of the hair. The deeper vessels are all much dilated and are 
surrounded by leukocytic infiltration. 

In fatal cases the internal organs show no gross pathologic changes. 
Microscopically, the cells of the heart, liver and kidneys all show an 
extreme degree of cloudy swelling. The liver and kidneys are markedly 
congested. Numerous emboli are found in the veins of the liver and 


lungs, made up largely of agglutinated cocci. 


REPORT OF CASES 


Case 1—Mrs. S., a multipara, had been a patient of Dr. John Cameron’s 
through the period of gestation and was perfectly well. Delivery occurred on 
Oct. 1, 1930, in St. Luke’s Hospital, St. Paul. Labor and delivery were normal 
and not of undue length. The infant was carried inte the nursery by Miss 
Fenderson, the obstetric nurse, who stated that the moment the child was turned 
over to her by the obstetrician she had noticed a number of well formed, small 
bullae on the flexor surfaces of the left arm near the elbow and the right wrist. 
The infant was otherwise normal and had no elevation of temperature. When 
examined seventy-two hours later, it was covered with numerous vesicles and 
flaccid bullae, which were typical of impetigo neonatorum. Because of the extra- 
ordinary circumstances, Dr. John F. Madden was called in, and he confirmed the 
diagnosis of impetigo neonatorum. The mother was then carefully questioned and 
examined, but no facts or symptoms were elicited that were of any aid in clarify- 
ing the source of infection. The mother’s postpartum period was uneventful, and 
she did not even have an undue elevation of temperature. After the infant was 
taken home, impetigo contagiosa developed in three sisters, but the mother 
remained free. The entire family recovered under the usual treatment. 

The bacteriologist reported the presence of Staphylococcus aureus in cultures 
from the bullae of the infant, but no special technic was employed. The Wasser- 
mann reaction of the mother was negative. 


9. Cole, H. N., and Ruh, H. O.: Pemphigoid of the New Born (Pemphigus 
Neonatorum), J. A. M. A. 68:1159 (Oct. 3) 1914. 
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Cast 2.—This case is reported through the courtesy of Dr. S. E. Sweitzer. 
Mrs. M., a multipara, was delivered at the Swedish Hospital, Minneapolis, in 
August, 1928. The nurse noticed at the birth of the child that the arms and legs 
were covered with numerous small, deeply seated, shotlike vesicles which looked 
like sago grains and varied in size from that of a pea to that of a dime. Soon 
after birth, similar lesions developed and later assumed the typical characteristics 
of impetigo neonatorum; they healed promptly under treatment with a 2 per cent 
ointment of ammoniated mercury. The Wassermann reaction was negative. After 
the infant was taken home, typical impetigo contagiosa developed in an older sister. 
The mother was well throughout gestation and delivery, and did not contract the 
infection. The cultures showed diplococci which, according to Sabouraud, were 


probably streptococci. 
COMMENT 

From a careful review of the literature and a consideration of the 
cases reported, it is apparent that children may be born with lesions 
that are identical to those of impetigo neonatorum which develop after 
birth, and which may be a source of infection to others, in whom, in 
turn, typical lesions of impetigo contagiosa develop. 

The source of infection may only be conjectured, because of the 
obvious impossibilities of forecasting that the fetus will be born with 
cutaneous lesions. 

CONCLUSIONS 

1. The literature on congenital impetigo neonatorum is reviewed. 

2. Two cases of the condition are reported. 

3. Unnoticed, congenitally infected infants may be the source of 
origin of epidemics. 


4+. The present consensus seems to favor the streptococcus as the 


causative agent. 


ABSTRACT OF DISCUSSION 

Dr. H. E. Micuetson, Minneapolis: There are two points in Dr. Freeman's 
paper I wish to emphasize. The first is that impetigo may occur congenitally and, 
therefore, may be a source of epidemics. Secondly, we who have the privilege of 
attending hospitals where there are wards for new-born infants realize that there 
are very few congenital eruptions outside of syphilis and anomalies. Occasionally 
we see an acute exanthem, and during our epidemic of smallpox a number of 
years ago, we had a case of congenital vaccinia. I think that we are all indebted 
to Dr. Freeman for calling our attention to the possibility of pemphigus acquired 


in utero. 


Dr. Frep Wise, New York: The points of particular interest to me in 
Dr. Freeman's paper are the rarity of the condition, the choice of an appropriate 
name to identify the disease and the confusion regarding the causative organism. 
In a quarter century of practice I have encountered only one case of an infant 
born with nonsyphilitic pemphigoid lesions. This was in a baby, a few days old, 
in the Post-Graduate Hospital wards; the eruption was indistinguishable from that 
of pemphigus neonatorum except that the denudations of skin seemed to be deeper 
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and more sluggish. The history with regard to the presence of pemphigoid lesions 
at birth was quite definite. The mother was apparently in good health at the time 
of delivery. 

\s regards the designation of the disease, I believe that “pemphigus” should 
not be used in connection with it. The various forms of adult pemphigus ar¢ 


already sufficiently confusing in their many aspects, and the congenital disease, 


which, except for its morphology, probably bears no relation to the adult forms, 
had much better be designated pemphigoid of the new-born, a term which I believe 
was originally chosen by Jadassohn. 

As to the infecting organism, I believe that the work recently carried out 1 
Bloch’s clinic strongly supports the view that the streptococcus is the active factor 
in this disease and that the presence of the staphylococcus merely indicates the 


occurrence of mixed infections. 
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MULTIPLE BENIGN SARCOID (DARIER- 
ROUSSY TYPE) 


REPORT OF A CASE * 


F. H. STIBBENS, M.D. 


OAKLAND, CALIF. 





Since the comparatively rare disease multiple benign sarcoid was 
first described by Boeck and later classified by Darier, little has been 
added to the information concerning the etiology, histology and 
treatment. 

The following case is reported because of the negative findings as 
regards tuberculosis, the unusual distribution of the tumors and the 


response to small doses of arsenic. 


REPORT OF CASE 


M. R., a woman, aged 33, formerly a bar-maid in England, had been married 
for sixteen years. Two healthy children born at term were 7 and 15 years of 
age, respectively. In sixteen years the patient had had fourteen miscarriages, all 
-eli-produced. 

The family history was unimportant, except that one sister had pleurisy with 
effusion (tuberculosis?). Previous to the onset of the present condition, the 
patient's health was good, except for an attack of herpes zoster and recurrent 
attacks of chilblains. Her hands and feet were always cold, and at intervals they 
had been cyanosed. The face was also cyanosed at times. The cyanosis had 
existed since early childhood. 

Nine years before she consulted me the patient was in excellent health and 
weighed 145 pounds (65.8 Kg.). Two years later she is said to have ruptured 
the uterus while attempting an abortion, and to have injected a quantity of com- 
pound solution of cresol of unknown strength into the abdominal cavity, causing 
violent convulsions. 


Present Illness —About four weeks after the abortion just mentioned, the patient 
noticed a firm nodule, approximately the size of a large pea, on the outer posterior 
suriace of the left arm, midway between the elbow and shoulder. By this time, 
she had lost 39 pounds (17.7 Kg.) in weight. During the next three years, 
several more nodules developed in this region as well as in a similar position on 
the right arm. They were not painful or tender, and, except for a slight “lumpy” 
appearance of the arms, gave no external evidence of their presence. 

Eighteen months before she consulted me a nodule developed in about the 
middle of the anterior surface of the right thigh, and a short time later several 
more made their appearance along both thighs and over the outer side of each 
hip. About this time, dull, aching pain occurred in the affected areas, and the 
skin over the nodules on the arms became slightly reddened or purplish. This 
discoloration persisted in a more or less marked degree. Apparent fusion of several 


* Submitted for publication, March 14, 1931. 











STIBBENS—BENIGN SARCOID 1005 


of the nodules occurred, forming masses as large as a walnut, or larger in some 
places, particularly on the thighs and hips. One of the first lesions that had 
developed on the left arm appeared to be breaking down, but did not progress 
further than the formation of a superficial ulcer which soon healed, leaving a soit, 
light red depressed area, which has persisted. From the onset of the disease to 
the time this change occurred, the patient had six of the fourteen abortions, and 
at one time weighed only 96 pounds (43.5 Kg.). 

Three years ago, because of anemia, she was given a course of twelve injections 
of an iron preparation, with some apparent benefit. Six months later, another 
physician apparently thought that the tumor-like condition was one of multiple 
gummas, in spite of a negative Wassermann reaction, and gave her three doses 
of neoarsphenamine. As a result of this treatment, generalized edema developed, 
which lasted for several days, and she was extremely ill. 














Fig. 1—Nodules and groups of nodules with apparent atrophy of overlying 
tissues clearly shown over both thighs. Similar areas are found over the buttocks 
and both arms. 


\t the time of the examination the patient weighed 104 pounds (47.2 Ke.). 
The head and neck, lungs, heart and abdomen, as well as the nervous system, were 
normal. The temperature was 98.6 F. 

The skin over the head, trunk and forearms and below the knees was normal 
in appearance and consistency. On the arms and thighs the nodules appeared to 
be deeply seated in the body of the skin and movable on the subcutaneous structures. 
Three or four nodules on the anterior aspect of the arm varied in color from 
bright red to dark purple. Midway on the posterior surface was a slightly depressed 
red scar, one-half inch long, across the surface of which coursed several telangiec- 
tatic vessels. There were a few fine, white, loosely attached scales near the center 
of this depression 

The right arm bore a close resemblance to the left, with the exception that 


there were one or two nodules on the inner surface, and that there were fewer 

















1066 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 





nodules that showed any discoloration of the overlying skin. The contour of both 
arms was irregular and lumpy. 

In the center of the right thigh, on its anterior surface, there was a depression 
1'2 by 2 inches in diameter, under which could be felt a slightly larger irregular, 
lumpy, firm mass. Several similar but smaller depressions and masses and isolated 
nodules were distributed over both thighs, the outer side of both hips and the outer 
half of each buttock. There was no change from normal in the color of the skin 
over these areas. The patient stated that when bathing she had noticed that the 
water did not adhere to these areas, the spots appearing as though they were 
greased. 

Laboratory Findings—Examination of the blood showed: white blood cells, 
10,075; red blood cells, 4,500,000; large mononuclears, 0.75 per cent; small mono- 





Fig. 2.—Photomicrograph showing a small nodule composed largely of lympho- 
cytes, with an occasional giant cell at the periphery below. Hematoxylin-eosin ; 

120. 
nuclears, 19.75 per cent; polymorphonuclears, 73.25 per cent; eosinophils, 6 per 
cent; basophils, 0.25 per cent; hemoglobin, 84 per cent; color index, 0.93. The 
morphology of the cells was normal. The Wassermann reaction of the blood was 
negative. The urine was clear and acid, with a specific gravity of 1.007; there 
was a slight trace of albumin; the sugar content was normal, and micro-organisms 
were not found. Tuberculin tests were negative. A roentgenogram of the chest 
was negative for tuberculosis. 

A nodule from the arm, removed for microscopic examination, showed the 
following : 

In the epidermis, the stratum corneum was somewhat thickened, being detached 
in some parts and forming a netlike mesh in others. The granular layer was 
limited to one row of cells, which took the hematoxylin stain rather readily. The 
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interpapillary processes had almost disappeared, and the epidermis was somewhat 
thinner than normal. The entire layer showed nothing pathognomonic of the 
underlying pathology. 

The upper portion of the corium showed little of pathologic significance; the 
vessels and glands of the skin seemed practically normal 

One was impressed by the looseness of the structure in the subcutis. Surround- 
ing and separating the fat cells were numerous lymphocytes. The vessels, large 
and small, showed panarteritis as well as panphlebitis obliterans. Within the 
fatty tissues, as well as in the connective tissue framework, an occasional necrotic 
area was found consisting of lymphocytes, fibroblasts and various sized giant cells. 
Wucherung’s atrophy was in evidence. 

The patient was given increasing doses of solution of potassium arsenite, gradu- 
ally reaching 5 drops three times a day. Symptoms of arsenical poisoning devel- 





? 


Fig. 3.—Photomicrograph showing several giant cells as well as the loose 
character of the tissue. Hematoxylin-eosin; > 200. 


oped when this dosage was attained, and the amount was reduced to 2 or 3 drops, 
depending on her tolerance. 

Within one month the patient showed marked improvement in general health 
and some retrogression in the size of all the nodules. Improvement has steadily 
continued; the aching pains have disappeared, and marked retrogression of the 
nodules has occurred, until now only five or six very small ones can be found. 
Depressions where nodules formerly existed persist, however. The weight has 
increased to 111 pounds (50.3 Kg.). 

\n interesting point observed is that when the nodules had decreased to about 
one-half their original size, the overlying skin became pinkish red, gradually fading 
to normal as the tumors disappeared. 
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SUM MARY 

A case of sarcoid of the Darier-Roussy type is reported, the out- 
standing points of which are: 

1. The occurrence in a much debilitated woman of slow-growing 
multiple tumors which were confined to the extremities. 

2. The rapid response to treatment with solution of potassium 
arsenite. 

3. The change in color of the overlying skin as response to arsenical 
treatment progressed. 

The photomicrographs and pathologic report were furnished by Dr. Stewart 
C. Way. 


Summit Medical Building, 400 Twenty-Ninth Street. 








COMPLETE LOSS OF PIGMENT IN THE SKIN 
OF A NEGRO 


A CASE OF COMPLETE LEUKODERMA * 


LEWIS A. GOLDEN, M.D 


BOSTON 


It has long been known that the darker-skinned races are sometimes 
affected with leukoderma. Such stories as the one occasionally heard 
of the “Negro who turned white” no doubt originated from the rare 
cases of extensive depigmentation. 
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Photograph taken five years before complete disappearance of pigment. 








The following is apparently the first report of a case of complete 
leukoderma : 


A mulatto, aged 55, came to the medical service complaining of pain in both 
knees, following an old bilateral compound fracture of both legs with resultant 
bowing. His peculiar white appearance at first suggested an unusually severe 
anemia, although he was not weak or short of breath and the mucous membranes 
were of good color. The blood was reported to be normal, and the Hinton, Was- 
sermann and Kahn tests were also negative. 


* Submitted for publication, April 21, 1931. 
* From the Medical Clinic of the Boston Dispensary, service of Dr. Joseph H. 
Pratt, and the Division of Research. 
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The patient then volunteered the following explanation for his whiteness: 
Until the age of 35, he had the ordinary brown skin of a mulatto. At that time, 
following a scratch on the forearm by a kitten, a small white patch developed. 
Later, he noticed a similar patch on the other forearm. The white areas slowly 
grew in size, and continued to spread and involve more and more of the surface 
of the body. Because of the cosmetic effect, the patient visited the late Dr. 
Townsend Thorndyke, who took some photographs of him at progressive intervals 
of the disease. About five years before entrance to the clinic, according to his 
statement, the patient became almost free of surface pigment. At the time of this 
report he has no pigmented areas, and the hair of the scalp and body have become 
entirely white. 

The patient has never suffered from any symptoms referable to the leukoderma, 
and there is no history of similar involvement in his family. 


It is interesting to note that only two cases of almost complete 
involvement have been reported in the literature, one by Hardaway, and 
the other by Stellwagon. This patient presents, I believe, the only 
complete case of leukoderma reported. 


COMMENT 

Reports of almost complete acquired leukoderma may be found in 
the literature. Hall, in 1880, reported a case in which only a few patches 
of normal pigment remained on the chin and hands. Hardaway reported 
two cases, one in a white man and another in a Negro. Stellwagon, in 
1894, exhibited before the College of Physicians in Philadelphia, a full- 
blooded Georgia Negro with leukoderma involving the whole surface of 
the body, with the exception of a few small patches on the face, and 
noted “that although partial vitiligo in the Negro is quite common, its 
development to such an extent is extremely rare.” 

The present case is apparently the first one reported in which no 
pigmented area was observable by the unaided eye. 








LICHEN PLANUS CONFINED TO THE MOUTH * 


HOWARD FOX, M.D. 


NEW YORK 





Involvement of the mouth in the ordinary type of lichen planus 1s 
a commonplace occurrence. Involvement of the mouth alone by this 
disease is, however, uncommon and causes many to hesitate to make 
the diagnosis unless it is corroborated by histologic examination. Dur- 
ing the past eight years I have had a series of ten such cases which is 
somewhat unusual in that biopsies were performed in six of them, seven 
were presented before a dermatologic society, and all have been followed 
up to the time of writing. In this communication I shall describe the 
frequency, diagnosis, duration and response to treatment of lichen planus 
confined to the mouth. 
ANALYSIS OF CASES 

In my series of ten cases, nine occurred in private patients and one 
was seen at the University and Bellevue Clinic. Four of the patients 
were men and six women; their ages varied from 23 to 55, the average 
being 44.6 years. Three were professional men, two were professional 
women, one was a business man and four were housewives. The dura- 
tion of the disease when the patients were first observed varied from 
three months to three years, the average being one year. The total 
duration from the onset to the time of writing varied from one and a 
half to seven and a half years, the average being four years. 

The location of the lesions in every case included one or both cheeks, 
usually opposite the interdental cleft. In six cases the dorsum of the 
tongue, in one the upper lip and in one the soft palate was also affected. 

The eruption consisted of superficial grayish-white lesions in the 
form of minute puncta, linear streaks, circles and reticulated or solid 
areas. In the majority of the cases the lesions were smooth and imper- 
ceptible on palpation ; in three of them there was slight roughness. 

Subjective symptoms were present in six cases. These were mild, as 
a rule, and were usually described as a burning sensation or soreness. 
In some cases they were noted after eating. In one case, soreness was 
due to a small abraded area caused by a jagged tooth and having no 
apparent relation to the disease. In the patients without subjective 
symptoms, the disease was discovered in one case by a dentist, in another 
by the patient’s looking in a mirror and in another by a feeling of 
roughness when the tongue came in contact with the cheek. 

Information was obtained concerning the use of tobacco, the condi- 
tion of the teeth, the presence of gastro-intestinal disorders and syph- 


* Submitted for publication, Feb. 8, 1931 
‘Read at the Fifty-Fourth Annual Meeting of the American Dermatological 
Association, Toronto, Canada, June, 1931. 
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ilis, all of which are thought to bear on the etiology of another disease 
of the mouth, leukoplakia. Six of the patients had never used tobacco. 
Of the four who smoked, three were moderate in its use and one man 
(case 1) was a heavy smoker. The teeth in general were in good 
condition, there being nothing to suggest traumatism from sharp edges 
in the majority of the cases. One patient had a single jagged tooth 
and another wore a dental plate, which, according to her dentist, was 
not a source of irritation. A history of indigestion was given by four 











Fig. 1 (case 1).—A notable increase in the granular layer, a well defined line 
of edema between the basal layer and cutis, and dense cellular infiltration in the 
papillary and subpapillary layers may be noted. Low power magnification. 


patients; in two it was of a mild and in two of a severe type. One 


of these had also sutfered from colitis. None of the patients gave a 


history of syphilis, and the Wassermann test, which was performed in 


five cases, was negative. 

Treatment was in general unsatisfactory. Ina few cases some bene- 
fit was apparently derived from the administration of arsenic and 
mercury. It was astonishing to learn of the result from a single appli- 
cation of iodine in one case. The patient (case +) stated that after this 
treatment, which was undertaken on her own initiative, the lesions dis- 
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appeared rapidly and had not recurred at the end of five years. As a 
result, I tried this method in two other cases, but without benefit. 
Three patients received no treatment; one of these was worse at the 
end of two years, whereas in the other two the eruption had almost 
disappeared when seen after two and a half and four years, respectively. 
I used roentgen rays in one case without appreciable benefit, eight 
fractional, unfiltered doses being administered. Later this patient 
responded favorably to a proprietary remedy containing arsenic and 


mercury. 














Fig. 2 (case 2).—The illustration shows: marked hyperplasia of the granular 
layer, a line of edema between the epidermis and cutis and dense cellular infiltration 
of the upper cutis which is sharply demarcated below. Low power magnification. 


Radium was tried by other physicians in two cases and ultraviolet 
light in one, without result. 

Arsenic was administered by mouth in two cases, with gradual dis- 
appearance of the eruption and subsequent slight recurrence in one case. 
The second patient was given mercury, in addition, with eventual dis- 
appearance of the lesions. In two cases a proprietary remedy containing 
arsenic and mercury was given intramuscularly, each patient receiving 
about twenty injections. One patient appeared to respond favorably 
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and was nearly well shortly after the completion of treatment. The 
second case showed no response until much later, the eruption gradu- 
ally disappearing in the course of two years. 

One patient (case 1) in whom the severity of the eruption showed 
variations depending on the amount of tobacco he consumed was 
entirely free from the eruption during a period in which he stopped 
smoking. He also had another temporary remission following the 
internal administration of sodium bicarbonate and grapefruit juice, pre- 
scribed by a colleague. 








Fig. 3 (case 3).—Definite areas of edema separating the hyperplastic rete and 
cutis, and sharply bordered cellular infiltration in the cutis are shown. Low power 
magnification. 


None of my patients showed any cutaneous lesions of lichen planus 


or any other disease of the skin from the time of onset to the time this 


article was written. None of them complained of generalized itching, 
which, according to Gougerot, may precede by several months the out- 
break of the cutaneous eruption. One patient (case 3) had suffered 
from lichen planus of the skin fourteen years before the eruption 
appeared in the mouth. Dr. S. Pollitzer," who saw him at that time. 
stated that the lesions affected the thighs, buttocks and arms, the buccal 


1. Pollitzer, S.: Personal communication to the author 
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mucosa being free. The patient improved rapidly under the internal 
administration of arsenic. 

Two cases of lichen planus confined to the mouth were recently 
presented before the New York Dermatological Society by Dr. Eugene 
Traub, who gave me sections from one of them for reproduction. The 
patient was a woman of middle age, who presented typical lesions of 
lichen planus of three months’ duration on the mucosa of the cheeks. 
In addition, there had been scaling of the vermilion border of the lips 




















Fig. 4 (case of Dr. Eugene Traub).—Thickening of the epidermis, obliteration 
of the interpapillary processes and a bandlike distribution of the cellular exudate 
in the upper cutis, in a woman with lichen planus confined to the mouth and the 


vermilion border of the lips. 


for the past year. As this was probably lichen planus, the case was not 
one strictly confined to the mouth and is not included in my series. A 
photomicrograph, however (fig. 4), appears in this report. 


HISTOLOGIC EXAMINATION 
Biopsies were performed in six cases, though in one of them the 
material was not suitable for making good sections. Of the five cases 
studied histologically, reports confirming the clinical diagnosis of lichen 
planus were made on four (cases 1, 2. 3 and +) by Dr. J. Frank Fraser. 
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A report on case 5 was made by Dr. Walter J. Highman, who considered 
the probable diagnosis to be lichen planus. 


Case 1.—The section showed slight hyperkeratosis, some broadening of the 
stratum malpighii and a notable increase in the granular layer. A well defined 
line of edema separated the corium from the basal layer of the epidermis (an 
appearance regarded by some observers as one of the earliest changes in lichen 
planus). In the corium there was a dense cellular infiltrate made up chiefly of 
small mononuclear cells. The cellular exudate in the papillary and subpapillary 
layers was sharply limited below. The edematous line separating the upper corium 
from the basal layer of the epidermis, and the character and distribution of the 
cellular exudate fit the diagnosis of lichen planus. 

Case 2.—The epidermis showed marked hypertrophy of the granular layer. 
There was evidence of edema in the basal layer, and a clear line of edema separated 
the epidermis from the corium. There was a dense cellular exudate in the upper 
corium which ended abruptly at the lower border of the subpapillary layer. The 
histologic picture conformed with the clinical diagnosis of lichen planus. 

Case 3.—There were definite areas of edema separating the papillary layer of 
the corium from a hypertrophied prickle cell layer. These changes, together with 
the character and distribution of the cellular infiltrate in the corium, formed a 
picture which fitted in with the clinical diagnosis of lichen planus. 

Case 4.—The epidermis showed edema and hypertrophy. Narrow projections 
from the rete extended downward in regular arrangement, to end abruptly at the 
upper border of the reticular portion of the corium. The papillae were swollen 
and densely infiltrated with a cellular exudate which was sharply demarcated 
from the rest of the corium. The cellular exudate was made up largely of cells 
of the connective tissue type. The diagnosis was lichen planus of the mucous 
membrane. 

Case 5.—The epithelium was thickened, and under it was a narrow band of 
infiltration. The probable diagnosis was lichen planus. 


COMMENT 


Lichen planus of the mouth is not an important disease per se, as it 
causes few or no subjective symptoms and has no serious sequelae. It 


is of great significance, however, from a diagnostic standpoint, as it is 
frequently mistaken for leukoplakia, a disease of great importance. At 
the presentation of my first case before the New York Dermatological 


Society, I was surprised that so many of the members thought the diag- 
nosis should be confirmed by histologic examination before they could 
accept it. A similar opinion was expressed by O. H. Foerster,? who 
wrote that “with lesions confined to the mucosa, the diagnostic skill of 
the expert is put to the severest test.””. While this may be true of lesions 
appearing on the tongue as solid plaques, it is not true, in my opinion, 
when the eruption affects the cheeks. My first case had previously been 


2. Foerster, O. H.: Dermatology and Associated Disorders of the Mucous 
Membranes, J. A. M. A. 73:653 (Aug. 30) 1919 
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seen by Dr. Udo J. Wile,* who stated that “the lesions were so typical 
that there could be no doubt as to the diagnosis.” 

An accurate and concise description of the lesions in lichen planus 
of the mouth was given by Lieberthal.4| A few characteristic features 
should be mentioned. The most frequent site of the eruption is the 
mucosa of the cheeks, especially along the interdental cleft and opposite 
the molars. In the series of 157 cases collected by Trautmann,’ the 
disease was present in this locality in 129 (82.1 per cent). It affected 
this region in all 10 of my cases, other regions also being affected in 
some instances. Tiny grayish-white glossy dots, the size of a pinpoint 
or pinhead, linear streaks, circles and an interlacing meshwork are 
almost certain indications of lichen planus. When the papules have 
coalesced to form solid patches, the diagnosis is at least in doubt. In 
the region of the cheeks, however, some of the aforementioned char- 
acteristic lesions are almost sure to be present. Many describe the 
eruption as being rough, but in my experience it has frequently been 
impossible to recognize the presence of the eruption by palpation alone. 
One feature in which lichen planus of the mouth differs from cutaneous 
lesions is a lack of pigmentation after involution. 

In the differential diagnosis between lichen planus confined to the 
mouth and leukoplakia, difficulty arises only in the early stages of the 
latter disease. Lichen planus, as already stated, occurs most frequently 
on the cheeks and with the next greatest frequency on the tongue, both 
of which are favorite sites of leukoplakia. Lichen planus, however, does 
not affect the commissures to any great degree, whereas in leukoplakia 
these are favorite locations. Leukoplakia does not appear as fine dots, 
circles or reticulated lacy areas. Lichen planus also differs from leuko- 
plakia in not showing erosions or ulcerations and in the absence of 
an inflammatory border. As subjective symptoms are mild, as a rule, 
in both diseases, they are not a help in diagnosis. Lichen planus of the 
mouth may be of long duration, but eventually the greater part of the 
eruption disappears spontaneously, whereas leukoplakia is a permanent 
disease. Lichen planus of the mouth, although notably resistant to 
treatment, at least responds more favorably than leukoplakia to the use 
of arsenic. 

Etiologic factors are a help in diagnosis, in spite of the fact that the 
cause of lichen planus is unknown and that of leukoplakia imperfectly 
understood. There are several factors which have a bearing on the 
3. Wile, U. J.: Personal communication to the author. 

4. Lieberthal, D.: Lichen Planus of the Oral Mucosa, J. A. M. A. 48:559 
(Feb. 16) 1907. 


5. Trautmann, G.: Krankheiten der Mundhohle und der oberen Luftwege 


bei Dermalosen, Wiesbaden, J. F. Bergmann, 1911 
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causation of leukoplakia, including syphilis, smoking, gastro-intestinal 
disturbances and the condition of the teeth. An antecedent syphilitic 
infection is present in approximately 65 per cent of cases of leukoplakia, 
whereas smoking is of unquestioned importance in the great majority of 
cases. The other features mentioned are of less moment. None of these 
factors appear to play an important role in the causation of lichen 
planus. This was apparently true in my series of cases, with the possible 
exception of one case in which smoking was an important factor. 

The diagnosis can usually be settled by histologic examination, but 
this is not often performed for apparently harmless lesions of the mouth. 
My contention, however, is that the diagnosis is usually possible from 
the clinical features. Of my series of ten cases, seven were shown 
before the New York Dermatological Society. Whereas doubt was 
expressed by some at the first two presentations, the later cases were 
accepted as lichen planus on clinical grounds, or at least there were no 
dissenting opinions. 

The occurrence of lichen planus confined to the mouth is somewhat 
more common, I think, than is generally believed. In Trautmann’s 
series Of 157 cases with involvement of the mouth and upper air passages 
there were 26 in which the disease affected the mouth alone. Jacob ' 
reported seven cases confined to the mouth in a series of 179 cases. 
Montgomery and Culver‘ recently reported 17 such cases, though no 
histologic examinations were mentioned and the cases were not followed. 

The duration of the lesions appears to be astonishingly long at times, 
the average in my cases being four years; in one case the disease lasted 
nearly twice that time. The effect of treatment, as Jadassohn, Mont- 
gomery * and others have observed, is unsatisfactory, though it would 


appear that arsenic is worthy of a trial. 


SUMMARY AND CONCLUSIONS 
Tabulated statistics are given on ten cases of lichen planus confined 
to the mouth, which occurred in four men and six women of an average 
age of 44.6 years. The average duration at the time of writing was 
four years. The eruption involved the mucosa of the cheeks in every 
case and the tongue in addition in six cases. Subjective symptoms of 
a mild type were noted in five cases. Of four patients who smoked, three 
did so moderately and one to excess. The teeth in general were in good 
6. Jacob, F. M.: Some Studies on Lichen Planus, Arch. Dermat. & Sypl 
2:607 (Nov.) 1920. 
7. Montgomery, D. W., and Culver, G. D.: Lichen Planus of the Mouth 
Alone, Brit. J. Dermat. 41:45 (Feb.) 1920. 
8. Montgomery, D. W.: Lichen Planus of the Tongue Alone, J. Cutan. Dis. 
32:481 (July) 1914 
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condition. Four of the patients had a history of gastro-intestinal dis- 
turbance. None gave a history of syphilis, and in five cases in which 
the Wassermann test was performed, it was negative. Histologic 
examination confirmed the diagnosis in four cases and probably also in 
a fifth. The result of treatment was in general unsatisfactory, improve- 
ment in some cases apparently being due to arsenic and mercury. 

If conclusions may be drawn from my small series of cases, I should 
say that lichen planus confined to the mouth is more frequent than is 
generally supposed ; that the clinical differentiation from leukoplakia is 
usually possible, that the disease may persist for years, and that treat- 
ment is unsatisfactory. 


ABSTRACT OF DISCUSSION 

Dr. GEORGE M. MacKee, New York: I agree with all of Dr. Fox’s con- 
clusions, particularly with his statement that the majority of cases of lichen planus 
of the mouth alone can be diagnosed clinically. Some, of course, cannot. The 
differentiation has to be made not only from leukoplakia but also from lupus 
erythematosus of the mouth alone, Vincent’s angina and other conditions. 

The principal diagnostic features of lichen planus of the mouth alone are the 
tiny lichen papules which, on the tongue, may coalesce to form a mosaic. These 
patches are commonly milk-white, and on the cheeks there are, in addition to 
discrete papules, annular lesions and perhaps a little more evidence of inflammation 
than is present in leukoplakia. I have seen a number of cases of lichen planus 
of the mouth alone that have existed, as Dr. Fox said, for many years, with no 
lesions on the body. Many of these patients eventually develop lesions on the skin. 

I also agree as to the stubbornness of the lesions in the mouth, particularly 
the chronic type. Mouth lesions accompanying an acute generalized eruption 
may disappear spontaneously at about the same time that the skin lesions clear 
up, or may respond to treatment, but in my experience lichen planus of the 
mouth alone or that accompanying the more subacute and chronic skin conditions 
does not respond to any treatment. Roentgen rays, radium and arsenic, alone 
or in combination, and medical diathermy applied to the spinal region have all 
failed. 

Dr. CrarK W. FINNERUD, Chicago: Dr. Ormsby, Dr. Ebert and I have 
intensively studied rather a large number of cases of lichen planus and _ lichen 
planus-like involvement of the mouth, and we have met with several surprises. 
As so well brought out by Dr. Fox, lichen planus of the mouth is most commonly 
coniused clinically with leukoplakia. From the histologic standpoint this is 
particularly true, in that microscopically we have found that the lesions may be 
indistinguishable, although this is not the rule. 

\fter reading the classic descriptions by Kren and Trautmann a number of 
years ago, I was of the impression that it was always possible accurately to 
recognize lupus erythematosus of the lips and buccal mucosa, even in the absence 
of cutaneous lesions. I have found recently in several instances, however, that 
in certain stages, when the lichen planus involvement is extremely limited, these 
two disorders may be indistinguishable clinically. 

Lastly, I should like to mention chronic moniliasis, although rare, as probably 
being most capable of simulating buccal lichen planus grossly. 
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Dr. Harry J. IRVINE, Minneapolis: I should like to emphasize what Dr. Fox 
said about the harmlessness of the mouth lesions, and, second, the importance oi 
diagnosing lichen planus lesions. I say this because during the past year I have 
seen a patient whose attention was first called to the condition by her dentist. 
The dentist feared that it was possibly a malignant growth, and called in an 
oral surgeon. They were much alarmed and were ready to perform a rather 
radical operation. It took several months to convince the patient that the condition 


was harmless and did not need this radical procedure. 


Dr. FRANK W. CreEGor, Indianapolis: Many years ago we were taught that 
a linear, violaceous buccal lesion was pathognomonic for lichen ruber planus. | 
have had three cases under observation that have followed much the same course 
as that mentioned by Dr. Fox. 


Dr. Ltoyp W. Ketron, Baltimore: I wonder if Dr. Fox has seen lichen 
planus confined to the lips alone. I mention this because a patient was referred 
to me recently by a dentist who had called his attention to the condition and 
had advised him to stop smoking. He had one lesion on either lip, corresponding 
to the exact point at which he held his pipe. The one on the upper lip was 
a small stellate whitish papule. That on the lower lip was 1 cm. in diameter, with 
a whitish narrow border and a denuded reddish center. I thought that it was 
keratosis or leukoplakia, and destroyed both lesions with electrocoagulation. A 
biopsy, however, showed a picture quite typical of lichen planus. 

Dr. JosepH V. KLAupER, Philadelphia: There are several phases of lichen 
planus of the buccal mucosa that I should like to discuss. I have observed patients 
in whom the disease became acute and erosive areas covered with a yellowish 
membrane appeared. The picture resembled a stomatitis; the patient complained 
of much discomfort. In some patients this acute picture would appear spon- 
taneously and frequently recur. 

In patients with lichen planus confined to the buccal mucosa there is, as in 
most other patients with lichen planus, a neurasthenic background. I have observed 
patients who regarded the disease as cancer. This attitude was an expresston ot 
cancer phobia. 

In my experience, lichen planus of the buccal mucosa has not been devoid oi 
subjective symptoms. Patients have frequently complained of burning sensation. 

I have successfully treated persistent areas of the disease by destroying them 
with the electrocautery. In some patients I have obtained good results in treat 
ment by employing small doses of neoarsphenamine. 

Dr. C. Morton Situ, Boston: I agree with what has been said about the 
harmlessness of lichen planus of the mouth and emphasize what Dr. Klauder 
just mentioned regarding the nervous background. In some cases of lichen planus 


of the tongue there has been a complaint of considerable pain in certain patients 


They have been of the nervous type, and just how much suffering they have really 


had I do not know. One patient complained so bitterly that he received consider- 
able radium therapy at one of the local hospitals, and suffered considerable damage 
to the lingual tissue as a result. The lichen planus lesion was replaced by scar 
tissue. This man demonstrated the acute outbreaks that come after nervous 
strain and worry. That condition, I think, is given in the textbooks as one ot 
the causes of the disorder. This patient had been told he had syphilis. Hi 
developed syphilophobia immediately. We were unable to reassure him with nega 
tive serologic tests and the lack of other signs and symptoms of syphilis. He 


went to a hospital where they refused to accept the negative serologic tests and 
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told him that the tongue lesion was syphilitic. This was followed by more worry 
ind another outbreak of lesions of lichen planus in the mouth. 

Dr. BeprorD SHELMIRE, Dallas, Texas: I think that when this condition 
has persisted in the mouth for any length of time, we should think of Monilia, 
as Dr. Finnerud brought out. I do not mean the lesions that look like thrush 
but the cases in which there are not only papular lesions but annular ones. I 
had two of these cases, one existing for ten, and one for forty years. Under 
treatment with compound solution of iodine, the condition cleared up for a time 
and then there would be a flare-up. One of the patients went to Castellani and 
was treated by him for some time. I was able by inoculation to reproduce an 
area on my own arm. I had a typical eruption, not surrounded by erythema, and 
we were able to culture the organism. I lost about a week out of the office. 
[ think that this proves that Monilia is not entirely a saprophyte. 

Dr. SAMUEL AyREs, Jr., Los Angeles: I wish to corroborate the finding of 
Monilia in lichen planus of the mouth, and cite a case of lichen planus of the 
mouth and vulva. The vulvar lesions disappeared entirely under the administra- 
tion of salicylate and arsenate of mercury, without local treatment, but the mouth 
lesions persisted. Examination of some of the scales from the buccal mucosa and 
also from the lips showed that the scales were literally packed with the organism, 
which we were also able to prove by culture. I think that not only may the 
Monilia infection simulate the lichen planus but that the two conditions may 
coexist, and it is justifiable to look for Monilia in every case resembling lichen 
planus of the mouth and lips, either as a complicating factor or as the actual 
causal agent. 

Dr. Howarp Fox, New York: In my small series there were no cases of 
lichen planus confined to the lips, all of them presenting lesions on one or both 
cheeks. 

In answer to Dr. Klauder’s remark I would say that while subjective symptoms 
were present in six cases they were of mild type and in no case were the condition 
for which the patient sought medical aid. 

The best clinical description that I have read is that of Dr. Lieberthal. We all 
recognize these lesions, and to my mind they present a characteristic picture 
that is usually unlike leukoplakia. 

I was interested to hear Dr. Finnerud, Dr. Shelmire and Dr. Ayres speak 
of Monilia. This had not occurred to me as a possible cause of any of my cases. 
This might suggest that if iodine can cure moniliasis of the mouth, there might 
have been some relationship to Monilia in the single case in my series in which 
the eruption disappeared quickly after one application of iodine. I tried this 
method in two other cases but without success. I am pleased to have heard the 


suggestion regarding Monilia. 





Abstracts from Current Literature 


EDITED BY Dr. HERBERT RATTNER 


OccuPATIONAL NEOPLASTIC DISEASE. C. D. HAAGENSEN, Am. J. Cancer 15: 
641 (April) 1931. 


The author presents a detailed study of the association of occupation with the 
development of neoplasms as observed at the Memorial Hospital, New York. <A 
high incidence of skin cancer was observed among gas workers and petroleum 
refinery workers, while occupational exposure to lubricating oils indicated some 
predisposition to the development of cutaneous neoplasms. Pitch, tar, soot, coal 
oils, aniline dyes, arsenic, radioactive substances and roentgen rays are prominent 
predisposing or exciting agents of such disease. Occupational exposure, how- 
ever, is considered as only one of probably multiple etiologic factors concerned 
in the development of cancer. An important observation was the recording of 
metastases in 63 per cent of cases of occupational roentgen ray cancer, indicating 
a higher degree of malignancy in this disease than has been commonly considered 
to be the case. The extraordinary latency of skin cancer in chimney sweeps and 
mule spinners is noted. Cancer caused by soot is practically confined to chimney 
sweeps, usually occurs on the scrotum and is observed chiefly in England. Cancer 
is not common in coal workers, but prevails among those working with coal 
products, such as coal tar, gas, pitch, creosote, anthracene and coal oils. Tar is 
the most actively carcinogenic of these materials. The incidence of skin cancer 
is small among workers in lubricating oils, but reaches 2 per cent in the shale oil 
industry and is also high among mule spinners. A higher incidence of cancerous 
and precancerous lesions in oil workers in Europe than in the United States is 
attributed to differences in refining. In this country the treatment of distilled oil 
with sulphuric acid is thought to remove the carcinogenic hydrocarbons. Arseni- 
cal’ keratosis and cancer are observed among copper smelters and are also 
attributed to arsenic occurring in coal derivatives. The importance of mechanical 
trauma, burns and exposure to sunlight as predisposing factors in the development 


of occupational malignant growths is discussed. 


FURTHER STUDY ON THE INFLUENCE OF AN AQUEOUS EXTRACT OF SUPRA 
RENAL CORTEX ON THE GROWTH OF CARCINOMA, SARCOMA, AND MELA 
NOMA IN ANIMALS. K. SuGrurA, Am. J. Cancer 15:707 (April) 1931. 


Repeated subcutaneous or intramuscular injections of the aqueous extracts of 
sheep suprarenal cortex which were prepared according to Coffey and Humber’s 
method failed to retard or inhibit the proliferation of carcinoma, sarcoma or 
melanoma cells. The injections did not bring about early tumor ulceration or 
prolongation of life in tumor-bearing animals. 


NEUROGENIC SARCOMA. F. W. Stewart and M. M. CopeLtanp, Am. J. Cancer 

15:1235 (July) 1931. 

A large percentage of sarcomas of the soft parts of the body are of neuro- 
genic origin and possess the same gross and microscopic features and exhibit the 
same clinical course as do similar tumors in patients with one or more manifes- 
tations of von Recklinghausen’s disease. Irradiation is of value in low grade 


tumors of this type. 


LENTIGO MALIGNA: REPORT OF ONE CASE TREATED WITH Rapium. H. 
Suaw, Am. J. Cancer 15:1557 (July) 1931. 


The case recorded is that of a slowly progressing deeply pigmented lesion on 
the cheek of an elderly woman. During a period of six years, seven pigmented 





y 








1084 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


epitheliomas developed within this lesion and each was apparently successfully 
treated with radium. The epitheliomas developed only in the black portion of 
the lesion, never in the brown areas, and following treatment depigmentation of 
the irradiated field occurred. The epitheliomas all disappeared promptly and the 
areas of depigmentation showed a slow reformation of pigment from without 
inward, beginning about one year after treatment in each instance. The epithe- 
liomas appeared to have developed only after the pigmentation had reached its 
height and remained stationary for several years. Histologic study indicated a 
basal cell type of malignant growth with a squamous cell anaplasia. There 
appeared to be an increased activity of the melanoblasts of the basal layer. 


A CASE OF RENAL ADENOCARCINOMA WITH UNUSUAL MANIFESTATIONS. R. F. 
McNattin and A. L. DEAN, Jr., Am. J. Cancer 15:1570 (July) 1931. 


A white man, 58 years of age, sought medical aid because of a subcutaneous 
purplish-red nodule, measuring 4 by 4 by 1 cm., situated in the right preauricular 
region. There were no other symptoms, except general weakness, though exami- 
nation showed several subcutaneous nodules elsewhere on the trunk and a large 
palpable tumor in the left side of the abdomen. Biopsy of a nodule showed 
metastatic carcinoma. Necropsy disclosed metastases throughout the viscera, even 
in the myocardium. The primary tumor was in the kidney. 


Uveitis ASSOCIATED WITH ALOPECIA, POLIOSIS, VITILIGO AND DEAFNESS. 

W. R. Parker, Am. J. Ophth. 14:577 (July) 1931. 

Two cases are reported in which severe uveitis of undetermined etiology was 
associated with deafness, alopecia areata, vitiligo and premature graying of the 
lashes and brows. The condition is considered as a syndrome and seventeen 
similar cases previously recorded are discussed. The poliosis is usually observed 
early in the disease; the alopecia, also present in all cases, usually appears two 
or three months following the ocular symptoms. Two cases showed a positive 
Wassermann reaction; 66 per cent showed vitiligo. 


HERPES AND ALLIED Conpitions. R. I. Lroyp, Am. J. Ophth. 14:601 (July) 

1931. 

The author presents six case reports and a review of the literature on this 
subject. The ocular symptoms of herpes zoster ophthalmicus are secondary to 
the virus acting on the gasserian ganglion while the febrile type, herpes cornea 
febrilis, is the result of direct action of a specific virus on the end-organs and 
other tissues of the cornea. 


ArRSENICAL Exrortative Keratitis. F, T. Hype, Am. J. Ophth. 14:611 

(July) 1931. 

\ case is reported in which a generalized neoarsphenamine dermatitis was 
complicated by corneal ulcerations, rupture and expulsion of the crystalline lens 
of each eye, blindness resulting. The patient, a man 26 years of age, had received 
six doses of 0.6 Gm. each of neoarsphenamine. 


H. R. Foerster, Milwaukee. 


PRIMARY STAPHYLOCOCCUS INFECTIONS OF THE NosE, Lips AND Face. IRWIN 
I. Kostix, Ann. Surg. 94:7 (July) 1931. 


Of eighteen patients with primary staphylococcus infections of the nose, lips 
and face admitted to the wards of the Lebanon Hospital six died; four of them 
were men and two, women, ranging from 24 to 50 years of age. In all the 
fatal cases, blood cultures were positive for Staphylococcus aureus. The cavernous 
sinuses were thrombosed on one or both sides in four cases; meningitis occurred 
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in one case, and septicemia in only two. In all cases, the condition began with 
minor trauma and the spontaneous appearance of a “pimple,” which subsided, was 
disturbed by trauma or continued with increasing severity. From a review of the 
anatomy of the parts, the author finds that the thinness of the skin, with its 
rich vascular system and its close relationship with the dependent important venous 
and lymphatic structures, favors extension of the infectious process and brings it 
closer to the cavernous sinus. Involvement of the facial vein, because of its patency 
and the absence of valves, allows the infection to spread in either direction. There 
is no demonstrable direct connection between the lymphatics of the face and 
those of the skull. The author is conservative in his attitude toward treatment, 
favoring rest in bed and warm wet dressings; ligation of the facial vein and 
local surgical intervention are not favored. 


HEMORRHAGE INTO AND INFECTION OF LARGE T.uMORS (PACHYDERMATOCELES) 
IN RECKLINGHAUSEN’S DISEASE. GEORGE J. HEUER and H. GLENN BELL, 
Ann. Surg. 94:15 (July) 1931. 


This article directs attention to four cases in which massive hemorrhage occurred 
into large tumors in Recklinghausen’s disease; in two of these cases there was a 
history of preceding mild trauma. A fatal outcome supervened in one case, while 
in another case a severe and prolonged infection resulted. 


SUBCUTANEOUS NODULES OF THE JUXTA-ARTICULAR Type. H. H. HopkKIns, 
Bull. Johns Hopkins Hosp. 49:5 (July) 1931. 


This report is based on a study of fourteen patients with subcutaneous nodules 
of the juxta-articular type. From this study and from the literature the author 
believes that subcutaneous fibroid nodules, even of the juxta-articular type, are 
not pathognomonic of any single disease, but may occur in association with 


rheumatic fever, chronic rheumatoid arthritides and yaws and possibly with leprosy, 
syphilis, filariasis, scleroderma, acrodermatitis chronica atrophicans, and further 
that they may be simulated by xanthoma. Histologic study was of little assistance 
in deciding the etiology of a given node. In this country the lesions are found 
almost entirely in rheumatic diseases and syphilis. In both of these diseases 
the juxta-articular areas are a favorite location for the nodules. However, in 
his experience, these nodes are more or less generalized in arthritis, while in 
syphilis they have never occurred in any other location than the juxta-articular 
areas. The syphilitic nodules healed completely under antisyphilitic treatment, 
while those associated with chronic infectious arthritis did not. 


N. P. AnpERSON, Los Angeles. 


THE CARCINOGENIC PoTENCY OF MINERAL OrLs. C. C. Twort and J. M. 
Twort, J. Indust. Hyg. 13:204 (June) 1931. 


This article is of primary interest to those concerned with experimental cancer 
research, being an analysis of the carcinogenic potency of mineral oils from various 
regions and of different types. In the use of the term “mineral oil,” the authors 
do not necessarily indicate those used for medicinal purposes, but rather any oil 
of mineral origin. The oils tested were principally those obtained from Scotch 
shale and from petroleum wells from both hemispheres. While the authors are 
not prepared to make dogmatic statements in regard to the relation of the geographic 
source and the potency of the samples, it is obvious from their results that the 
shale oils are much more potent than are those from petroleum, and that of the 
latter group, with the exception of those from Venezuela, the samples from 
American sources are generally of lower toxicity than those from Oriental sources, 
but more potent than those from Russia. Saponifiable oils are distinctly less 
potent, and that their addition to nonsaponifiable oils lessens the potency of the 
latter is shown. The unfinished lubricating oils were found to be more potent 





) 











1086 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


than either the finished or the crude products. The authors believe that the 
active constituents are unsaturated benzenoid hydrocarbons, and that the fluorescence 
i oils may be related to their potency. , : 

' ee | their potency L. M. Wreper, Milwaukee. 


PYODERMA GANGRENOSUM. LEE McCartuy and RussELL Frie_tps, New York 
State J. Med. 31:801 (July 1) 1931. 


A case of chronic ulcerative colitis of eight years’ duration, complicated for 
the last eight months by an unusual type of ulceration of the skin, is described 
in detail. The belief is expressed that the gangrenous pyoderma is merely a 
part of a generalized infection resulting from a marked lowering of the body 
resistance, which in itself permits the invasion of the skin by the causative 
organism. The ulcerations of the skin did not follow surgical incisions establish- 
ing a union between the bowel and the skin. No amebas were found, and the 
causative organisms were thought to be Staphylococcus albus and a hemolytic 
streptococcus acting in symbiosis. Transfusions, the oral administration of a 
brand of acetarsone (N. N. R.) and local applications of a 1 per cent solution 
of copper sulphate gave the best therapeutic results. 


VIOSTEROL IN THE TREATMENT OF PsorRIAsis. SAMUEL MOoNaAsH, New York 
State J. Med. 31:889 (July 15) 1931. 


A number of cases of psoriasis are reported in which new lesions appeared while 
the patient was taking viosterol. A deficiency of vitamin D, if present, does not, 
therefore, seem to be the determining factor in psoriasis. A combination of this 
internal therapy with ultraviolet light treatment seemed to make each more effective. 


CoMMON DERMATOSES OF THE Face. Ipa J. MintzErR, New York State J. Med. 
31:897 (July 15) 1931. 


This article is a textbook review of the more usual eruptions seen on the face, 
with a word as to therapy. EuGENE F. Traus, New York. 


METABOLISM, ENDOCRINE GLANDS AND SKIN-DISEASES, WITH SPECIAL REFER- 
ENCE TO ACNE VULGARIS AND XANTHOMA. Bruno Btocu, Brit. J. Dermat. 
43:61 (Feb.) 1931. 


Bloch, in a detailed discussion, again raises the question: “How far are 
dermatoses to be considered as diseases of an isolated organ—the skin —and 
how far are they conditioned by and interwoven with the whole organism, partic- 
ularly with metabolism and the functions of the endocrine system?” He points 
out that it is absolutely wrong to think that almost endlessly repeated determina- 
tions of any arbitrarily selected component of the blood, the intestinal contents or 
the urine in all sorts of skin diseases must inevitably provide an insight into the 
metabolism itself or into the metabolic cause of the skin diseases. He believes 
that the results of the theory of the connection of dermatology with the endocrine 
glands is much more satisfactory. He groups under the name dyshormonal derma- 
toses a number of well defined skin diseases that owe their origin to the defective 
function of one or more glands of internal secretion. He discusses in his article, 
on the basis of investigations carried out by workers in his clinic, first a purely 
“metabolic dermatosis” xanthoma, and, second, the relations of acne vulgaris to 
the function of the sexual glands. 

He discusses in detail, with references to the literature and illustrative charts 
and tables, the pathogenesis of xanthoma and acne vulgaris respectively. 


Notes ON A CASE oF TRICHOMYCOSIS AXILLARIS RuBRA. W. KNOWSLEY 
Srptey and I. Muenpe, Brit. J. Dermat. 43:88 (Feb.) 1931. 


A case is reported in a man, aged 20, who presented a bright red staining of 
the hair in the right axilla, the parts also being bathed in a red-stained sweat, 
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while the hair in the other axilla was brown, the color of the hair on the other 
parts of the body. There was no follicular inflammation. Microscopic examination 
of the hairs showed them to be covered with small, red, adherent, nodular con- 
cretions, which after clearing in potassium hydroxide revealed the presence otf 
minute cocci and some fine branching mycelium embedded in a homogeneous 
matrix. A feeble growth of an orange-colored coccus was obtained on Sabouraud’s 
mediums, but the mycelial elements failed to develop. 


A CASE OF ERYTHEMA MULTIFORME APPARENTLY OF TRICHOPHYTIC ORIGIN. 
W. N. Gotpsmirna, Brit. J. Dermat. 43:121 (March) 1931. 


An acute inflammation of the right fourth finger developed in a young woman 
working in the laboratory with mice, with the subsequent appearance of deep 
interdigital vesicles symmetrically on both hands. A pure growth of Trichophyton 
was obtained from the pustules. Twelve days later, an absolutely typical erythema 
exudativum multiforme of Hebra was seen on the hands, elbows and feet. Both 
conditions cleared up at the same time, and the skin was found to be extremely 
sensitive to trichophytin and quite anergic to other organisms with which the 
patient was infected. The striking relationship of the two eruptions in this case 
leads Goldsmith to consider it probable that the erythema multiforme was directly 
and specifically caused by portions of Trichophyton or its endotoxin being carried 
by the blood to a sensitized skin. M. S. Wien, Chicago. 


Two Cases oF SyPHILITIC SPONDYLITIS. CHRISTINE ABERNETHY, Brit. M. J. 
1:1112 (June 27) 1931. 


In both cases the lesion was in the cervical spine. In one case, three cervical 
vertebrae were carious; in the other, there were several discharging sinuses over 
the sternum and skull. The conditions were at first thought to be tuberculous. 
In each instance, the Wassermann reaction of the blood was positive, and anti- 
syphilitic treatment was effective. 


VITAMIN Bz AND PELLAGRA. B.C. Guna, Brit. M. J. 2:53 (July 11) 1931. 


Experiments by the author failed to support the theories of Bliss that pellagra 
in human beings, as well as experimental pellagra in rats and black tongue in 
dogs, is caused by deficiency in iron. Guha thinks that it is probable that pellagra 
is a complex syndrome arising from an association of various factors, in which 
the deficiency of an antipellagra factor (vitamin p. p.) which is possibly, but not 
necessarily, identical with the growth-promoting vitamin Bo, is the main but not 
the sole factor. Iron might be one of the limiting factors, and Guha’s experiments 
indicate that vitamin Bez may play a part in a particular phase of iron metabolism. 


ERYTHEMA Noposum. W. M. PEnny, Brit. M. J. 2:146 (July 25) 1931. 


Three interesting cases are briefly reported. A boy, 8 years of age, had erythema 
nodosum and tuberculous meningitis; a woman, aged 39, had erythema nodosum 
and a tuberculous granuloma of the breast; another woman, aged 36, had tonsillitis, 
which was followed by quinsy, and the quinsy was followed by erythema nodosum; 
this case is unusual. Ten years previously, this patient had had exactly the same 
conditions in the same sequence; she was seen at that time by Dr. Penny. Dr. 
Penny referred to another case that occurred twenty-five years ago in which the 
patient had erythema nodosum, facial palsy and iritis, all at the same time. These 
conditions were then thought to be rheumatic. The cases are cited to support the 
view that erythema nodosum can be caused by a variety of toxins. 


H. RATTNER, Chicago. 
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TREATMENT OF SEPTIC INFECTIONS OF THE DERMA AND HYPODERM BY INTRA- 
DERMAL AND SUBCUTANEOUS INJECTIONS OF PHENOL IN GLYCERIN IN 
THE CONCENTRATION OF 1 To 30. M. Le Lorier, Bull. et mém. Soc. de 
méd. de Paris, May 8, 1931, p. 301. 


The author reports four cases in patients treated by injections of 1:30 phenol 
in glycerin. He first injects from 2 to 3 drops into each centimeter of healthy 
tissue surrounding the inflammatory zone, and then from 2 to 3 drops into each 
square centimeter of the affected skin itself. The total dose injected amounts to 
20 cc. in adults and from 1.5 to 2 cc. in young children. 

The first case, that of a prostrated patient with a temperature of 40 C. (104 F.), 
showed a diffuse indurated inflammation of the scrotum, perineum and buttocks. 
The day following treatment, the inflammation ceased to spread, and a few days 
later suppuration took place, with elimination of necrotic subcutaneous tissue. This 
coincided with a fall in temperature and recovery. In another case, a diffuse inflam- 
mation extending from the umbilicus and resembling erysipelas healed in four days. 
The third case was in a premature, weak infant in whom there developed a diffuse 
inflammation of the walls of the thorax and abdomen following a mammary 
abscess. The treatment prevented the extension of the process and favored 
suppuration, but the child was too weak to recover, and died after two weeks. 
In a case of erysipelas of the hypogastric region, treatment was also unsuccessful. 


D. BLoom, New York. 


EPITHELIOMA OF THE PENIs. N. Bacnort, Arch. ital. di urol. 7:221 (Dec.) 
1930. 


Nine cases of epithelioma of the penis are reported. The youngest patient 
was 37 years old, and the oldest 72. In five cases the prepuce was involved, and 
in three the glans penis. In two patients the urethra, glans penis and prepuce 
were involved, and in one case the corpus cavernosus alone was affected. Two 
of the nine patients gave a history of having had gonorrhea, and one patient 
had had both gonorrhea and syphilis. 

The histologic examination showed that six cases were of the squamous cell 
type, one of the basal cell variety and one of the mixed squamous basal cell type. 
The ninth patient refused biopsy. 

Congenital phimosis is given as a plausible cause for carcinoma of the penis. 
Some of the authors have found this condition in from 33 to 85 per cent of their 
cases. Trauma and irritations are other frequent causes of this disease. Among 
other etiologic agents may be mentioned: operative incisions, erosions, lacerations 
following coitus, repeated incisions for an abscess of the prepuce, gonorrhea, 
syphilis, etc. 

In this report, the history of the development of the lesions, the probable causes, 
the treatment, the prognosis and the follow-up data are discussed. There is an 
excellent review of the literature. Crrottaro, New York. 


PATHOGENESIS AND THERAPY OF ACUTE EczEMA AND ACUTE DERMATITIS. 
A. Perutz, Arch. f. Dermat. u. Syph. 163:295 (June 2) 1931. 


In acute eczema there is a disturbance of the metabolism of water, as shown by 
the inconstant results of the McClure and Aldrich test and by the work of Urbach, 
who demonstrated that the water content of both the diseased and normal skin 
was abnormally high. The author attempts to influence this abnormal metabolism 
of water by removing sodium chloride from the tissues. He first used a diet poor 
in salt, such as milk alone or fruits alone, for a few days. On such a diet, some 
of the patients showed temporary improvement. When this diet was followed by 
the administration of a diuretic, such as theophylline or diuretin combined with 
phenobarbital, the results were much better. The phenobarbital is believed to 
increase the diuretic effect of the preparations mentioned by its action on the 
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centers in the midbrain. In place of a diet poor in salt, administration of an acid 
producing salt, such as ammonium chloride was also found to act favorably, 
especially when combined with a diuretic and phenobarbital. With this therapy 
symptomatic improvement of acute eczema and acute dermatitis is obtained in 
a short time. 


THE PRODUCTION OF A SYPHILITIC BONE LESION BY TRAUMA. F. LANYAR, 
Arch. f. Dermat. u. Syph. 163:326 (June 2) 1931. 


A crushing trauma of the proximal phalanx was followed by a destructive 
osteitis which became progressively worse. Because of a positive Wassermann 
reaction of the blood antisyphilitic treatment was given, with rapid subsidence 
of the osteitis, regeneration of new bone and healing. The author considers the 
trauma to be the exciting factor in the production of the syphilitic lesion. 


LEUKOMELANODERMA FOLLOWING NEOARSPHENAMINE DERMATITIS. V. Kor- 
HONEN, Arch. f. Dermat. u. Syph. 163:333 (June 2) 1931. 


During the convalescent stage of a neoarsphenamine dermatitis in a woman 
49 years of age there developed numerous depigmented areas, many of which ran 
together to form polycyclic forms. Apart from these areas the skin was hyper- 
pigmented. The author considers the changes to be due to a disturbance of the 
vegetative nervous system induced by the neoarsphenamine. 


S. Monasu, New York. 


OccUPATIONAL CUTANEOUS CONDITIONS IN ENAMEL WorRKERS. A. DOLGow, 
Sovet. Vest. Dermat. 9:114 (Feb.) 1931. 


In forty-two workers (sixteen smelters and twenty-six helpers) at the factory 
“Elektroswet” the following changes in the skin of the hands were observed: (1) 
mild erythema with slight scaling (sixteen cases), (2) dermatitis (eighteen cases), 
(3) eczema (eight cases), (4) ulcerations (four cases), (5) changes in the nails. 
An analysis of the filtrate of the enamel mixture revealed an alkalinity of from 
16 to 32 per cent of decinormal solution of hydrochloric acid. It was composed of 
silicic acid, cobalt, nickel, chrome, potassium, sodium, calcium and aluminum. 
Functional skin tests according to the method of Jadassohn and Bloch showed 
specific sensitivity to the enamel mixture and its filtrate. In six of the affected 
workers tests were made with a 1 per cent solution of the sulphate of nickel and 
cobalt; five of the patients reacted positively. These skin affections are caused 
by the physicochemical properties of the enamel, by the mechanical effect of the 
particles of enamel, by the chemical effect of its constituents that go over from 
the enamel into the solution, and finally, by the maceration and rubbing which 
increase the irritation. 


OccuUPATIONAL DERMATOSES DuE TO ARSENic. D. LAPYSHEFF, Sovet. Vest. 
Dermat. 9:126 (Feb.) 1931. 


The author describes occupational skin diseases in workers who prepare a 
powder used for the destruction of corn blight which contains 75 per cent talcum 
and 25 per cent of one of the following three arsenic compounds: arsenious acid 
(AseOs), calcium arsenite (Cas [AseOs]2) and Schweinfurtgreen, a double salt 
of copper and arsenic (CuAsO, [CusH2Oc]2). Of twenty-five workers examined 
twenty-one had skin affections in the form of acute and subacute eczema, located 
mainly in the folds of the genitals, axillae and antecubitals but also on the face and 
neck. Most of them showed also signs of secondary pyodermia in the form of 
folliculitis and perifolliculitis. Almost all had hyperemia and erosions of the mucosa 
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of the nose, mouth and pharynx. The majority showed signs of general poisoning 
(headache, malaise and anorexia). In all of them a history was obtained of 
prodromal sensations antedating the eruption from seven to twelve days. The 
course was favorable; the patients became well soon after leaving their occupation. 
The author sees the main cause of these conditions in the technically bad arrange- 
ment of the factory and the insufficient sanitary and hygienic measures. 


SARCOID OF BoEcCK AND Lupus PERNIO. V. P. TEEDOROVICH, Sovet. Vest. 
Dermat. 9:138 (Feb.) 1931. 


Five cases are described of which two belonged clinically to the type lupus 
pernio and two to the type sarcoid of Boeck; the fifth presented a mixed type, 
showing besides sarcoid nodules cyanotic infiltrations that resembled lupus pernio. 
The histologic structure of all the lesions was almost similar, namely, atrophy of 
the epithelial layer, flattening of the papillae and dilatation of the blood vessels 
in the papillary layer. In the subpapillary as well as in the subcutaneous layer 
there were infiltrations, consisting of epithelioid and lymphoid cells and a few 
giant cells. The infiltrations were in close connection with the vessels. All the 
changes were more pronounced in the cases of lupus pernio; it seemed, however, as 
if the pathologic picture in all the lesions presented different stages of the same 
process. Histologically it is therefore impossible, according to the author, to 
differentiate both diseases and to consider them as separate entities. 


A COMPARISON OF THE WASSERMANN REACTION WITH THE VERNES REACTION. 
A. ALANAKJAN, Sovet. Vest. Dermat. 9:146 (Feb.) 1931. 


The Vernes reaction alone should not be used as a guide for therapy and 
diagnosis in syphilis; it should be used only in conjunction with the Wassermann 
reaction. The different serologic reactions in syphilis reflect different sides of 
the physicochemical properties of the serums. Therefore there is neo test that alone 
could illustrate all of the points; only the association of two or more tests can 
enable one to form an accurate opinion of the case. 


ABORTIVE CURE IN SYPHILIS. ARTHUR JORDAN, Sovet. Vest. Dermat. 9:167 
(Feb.) 1931. 


On the basis of findings reported in the literature and from his own experi- 
ence, the author discusses the following questions: 1. Does the abortive treatment 
harm the patient? 2. How great is its value? 3. What does the treatment consist 
of? Of thirty-one patients observed by the author for decades, only one had a 
neurorecurrence in the form of an early meningitis, although the author had 
administered at that time only 3 Gm. of neoarsphenamine per course. He believes, 
therefore, that no harm is done to the patient. Although recognizing the great 
value of the abortive treatment he does not see the possibility of a cure in 100 
per cent of the cases. Among his thirty-one patients he saw eleven relapses in 
the form of secondary eruptions or of a positive Wassermann reaction. The 
treatment consists in three combined courses of twenty injections of a prepara- 
tion containing bismuth, iodine and quinine, twenty injections of corrosive mer- 
curic chloride (2 per cent) and neoarsphenamine, 5 Gm. for male and 4 Gm. for 
female patients. The interval between the first and second course should be one 
month and between the second and third two months. These amounts of the 
drugs are average values; some patients need less for an abortive cure while 
others cannot be cured with the strongest treatment. Success depends on the 
age and constitution of the patient and particularly on the time of beginning 
the treatment, which should not be later than three weeks after the infection 
and before any lymph glands are swollen. 
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A CASE OF POROKERATOSIS MIBELLI. J. Lewin, Sovet. Vest. Dermat. 9:176 
(Feb.) 1931. 


A man, 21 years old, for eight years had had an eruption on the forehead, 
cheeks, chin, upper part of the neck, forearms, legs and abdomen and particularly 
on the dorsa of the hands and feet and the fingers and toes. Histologically there 
was hypertrophy of the stratum lucidum which penetrated downward and separated 
the cells of the stratum granulosum. There was no connection between these 
processes and the follicles of the sweat glands. 


THE PuysioLoGy OF DERMOGRAPHISMUS ELEvATusS. J. MILLMAN, Sovet. Vest. 
Dermat. 9:179 (Feb.) 1931. 


Ten patients with urticaria factitia received intravenously from 5 to 7 cc. of 
acriflavine hydrochloride. In those cases in which the wheals lasted a long time 
no change was observed. Only the wheals that were produced immediately before 
the injection became yellow and stayed so for from twenty-four to seventy-two 
hours. The author concludes from this experiment that during the production of 
the wheal the capillary walls develop an increased permeability for colloid sub- 
stances that formerly could not pass. The author discusses the traditional con- 
ception of the pathogenesis of the elevated dermographism and concludes that 
dermographism is not a pathologic symptom but a physiologic phenomenon that 
can be produced in every person. The réle of the vasomotors as well as of the 
peripheral and central nervous system is by no means indispensable for the pro- 
duction of the reaction. The capillaries are to be considered as an autonomous 
organ in which the dermographic reaction takes place; the increase in permeability 
is altogether independent of the dilatation of the capillaries. The reaction, con- 
sisting of hyperemia and edema, is the result of the effects of the capillary pressure 
and the oncotic pressure of the colloids of the serum. The disturbance in the 
balance between the capillary and the oncotic pressure results in increased per- 


meability of the capillary walls, which can be demonstrated convincingly by means 
of injection of dyes into animals and human beings. The reaction does not take 
the course of the type of a neuron reflex but of a hormonal reaction, which may 
be considered as the result of the effect of histamine-like substances on the capil- 
laries. Apparently the effect of the latter substances consists in swelling of the 
capillary walls. 


SENSITIVENESS OF THE SKIN. SENSITIZATION TO DINITROCHLORBENZOL 
TuHrRouGH OccupATION. N. WEvbROFF, Sovet. Vest. Dermat. 9:226 (March) 


1931. 


Twenty-four workers with affections of the skin caused by dinitrochlorbenzol 
were examined. An alcoholic solution of dinitrochlorbenzol in the concentrations of 
0.0001, 0.001, 0.01, 0.1 and 1 per cent were applied to the skin. All of these workers 
gave a positive reaction in a different degree according to the concentration, while 
90 control subjects who had eczema and other skin conditions reacted negatively 
to the test. A second skin test one year after the first dinitrochlorbenzol derma- 
tosis cleared up revealed, in the majority of patients, an increased sensibility to this 
substance which is considered by the author as the result of that dermatosis. 
Altogether 108 cases of skin affections due to dinitrochlorbenzol were observed by 
the author at the Obuch Institute (under the direction of Prof. W. Iwanow). Of 
these, 81 cases appeared in the form of a circumscribed dermatitis and 25 in the 
form of a toxicodermia and 2 presented the picture of eczema. 


SymBrioTic INFECTION IN SYPHILITIC JUXTAARTICULAR Noputes. A. N. 
ARAVISKI and A. I. BULVACHTER, Sovet. Vest. Dermat. 9:241 (March) 1931. 
Five cases of juxta-articular nodules of syphilitic origin are reported in patients 

who had always lived in Siberia. The duration of the nodules varied from nine 








1092 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


months to sixteen years. In four cases this condition was associated with other 
syphilitic signs; in only one case were the nodules the only symptom. Two of 
the patients had received little treatment and the others had had none, as they 
were not aware of their syphilitic infection. Histologic examination revealed the 
formation of a fibrous gumma with necrosis in the center. The elastic tissue 
showed partly swelling and partly thinning, and some of the fibers were broken 
up or irregularly arranged. The inflammatory zone (of Jeanselme) was almost 
completely missing. In the depth of the nodule Spirochaeta refringens was found 
in great numbers, as well as needle-like spirillae and spindle-like bacilli, occasion- 
ally streptothrix-like threads, a coarse bacillus and cocci. Cultures on solid 
mediums showed thread-like structures; on liquid mediums the structures were 
associated with a great number of coarse bacilli. Transplantation of the organisms 
into guinea-pigs resulted in pseudotuberculosis. 


PROCAINE HyDROCHLORIDE DERMATITIS IN Dentists. I. M. STSHERBAKOFF, 
Sovet. Vest. Dermat. 9:257 (March) 1931. 


The author reports two cases of eczema in dentists caused by procaine hydro- 
chloride. The first patient was a 56 year old dentist who had been using cocaine 
and procaine hydrochloride for 30 years and who had had for one and a half 
years previous to examination a chronic papulovesicular eruption on the dorsum of 
both hands. The second patient was a 42 year old woman dentist in whom, six 
months prior to examination, hyperkeratosis of the nail bed, deformities of the nails 
and fissures of the finger tips developed. Skin tests in both patients showed a 
very strong reaction to procaine hydrochloride. Mere touching of the skin with 
1 per cent solution of this preparation produced a strong reaction in the form of 
an eczema eruption. Another brand of procaine hydrochloride and tutocaine 
(applied according to the method of Jadassohn) produced the same eruption, while 
no reaction or only a mild one was caused by cocaine, eucaine hydrochloride and 
benzoyl-pseudo-tropein-hydrochloride. Corrosive mercuric chloride in 1 per cent 
solution and also solution of formaldehyde (1: 100) did not produce any reaction. 
In the first case passive transference of the hypersensitiveness according to the 
method of Urbach-Koenigstein was successful. Oral administration of increasing 
doses of procaine hydrochloride for the purpose of desensitization was of no use. 
In the second case certain skin regions were exposed to ultraviolet rays and 
then skin tests were performed in the regions of the skin that reacted negatively. 


SYMPTOMLESS OR “SILENT” SypHiI.Litic INFECTION. I. PERKEL, M. ISRAELSOHN 
and E. OrReETSHKIN, Sovet. Vest. Dermat. 9:273 (March) 1931. 


Experimental inoculation of rabbits with young species of spirochetes gave a 
great number of unsuccessful results. Passage through the organism of a rabbit 
may increase the virulence of these spirochetes for rabbits and the number of 
unsuccessful inoculations may diminish distinctly. On the other hand, these 
spirochetes may lose their virulence so that the number of “takes” diminishes. 
Similarly, spirochetes may change their virulence in one or the other way after 
passage through a human organism. These experiments explain, according to the 
authors, some of the cases of symptomless syphilis, especially in women. For 
experimental investigation of syphilis the authors recommend the method of 
inoculation of lymphatic glands and believe that this method may be used also 
for diagnostic and therapeutic purposes. 


4-Am1no-2 AvurRo-THIOPHENOL CARBONIC AcID IN SKIN Diseases. G. N. 
KLEINMAN, Sovet. Vest. Dermat. 9:282 (March) 1931. 
Two patients with lupus vulgaris, sixteen with lupus erythematosus and nine- 
teen with psoriasis were treated with 4 amino-2 auro-thiophenol carbonic acid and 
sodium salt of aurothiobenzimidazol carboxylic acid. According to the investiga- 
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tors the therapeutic value of gold preparations in lupus erythematosus is very small 
and of no value in lupus vulgaris and psoriasis. In four cases of lupus erythe- 
matosus in which the patients were cured two years before this report, no recurrence 
took place. The erythematous forms seem to respond better to the gold treatment 
than do the hyperkeratotic forms of lupus. The number of relapses in psoriasis is 
quite large. All cured and improved patients with psoriasis had relapses from four 
to six months after treatment was stopped. The harmful by-effects of the gold 
preparations are considerable. They consist in fever, headache, malaise, pains in 
the muscles and bones, activation of tuberculous foci in the lungs, severe colitis, 
irritation of the kidneys, dissemination of the skin affection and development of 
herpes zoster. 


SKIN AFFECTIONS IN CEMENT CARRIERS. E. Jorre and J. BERLIN, Sovet. 
Vest. Dermat. 9:292 (March) 1931. 


The authors describe three cases of skin burns in cement carriers who carried 
the cement without protecting themselves with sacks. The cement powder fell 
behind their collars and caused an ulcerative dermatitis of the back and the belt 
region. 


Tue EtroLcocy or “MiL_Kers’ Nopes.” <A. P. DotGov and M. A. Morozov, 
Sovet. Vest. Dermat. 9:338 (April) 1931. 


Most authors believe that the eruption on the hands of milkers known as 
“milkers’ nodes” is due to vaccinia infection from cows. The authors of this 
article have observed thirty cases in different regions of the Moscow district, 
eleven of which were examined thoroughly in the clinic. In each case the cows 
were examined and were found free from vaccinia. However, the cows were 
affected with a peculiar zodnosis which produced these nodules in men. They 


resemble the eruption that Pirquet produced in association with typical vaccine 
efflorescences by inoculation of vaccine detritus, and which he called “paravaccinia” 
(vaccine rouge of the French). In all early cases of milkers’ nodes the authors 
found in men as well as in animals the Strongyloplasmata, small round bodies 
believed by Lipschuetz to be the causative agent. The Strongyloplasmata- para- 
vaccinia cannot be differentiated either morphologically or tinctorially from the 
causative agent of vaccinia (elementary bodies of Paschen), but in contradistinction 
to the latter, the paravaccine does not produce keratitis in rabbits (Paul’s test). 
In six patients, histologic examination of nodes in different stages was made. 
In the corium inflammatory changes were found; in the older lesions the structure 
of granuloma was present, but in no case were epithelial changes of the type found 
in vaccinia seen. Inoculation into the skin and cornea of guinea-pigs and rabbits 
was negative. Auto-inoculation in nine patients gave a negative result, and only 
one patient responded positively; however, the culture revealed a staphylococcus 
in this case. When the affected milkers were inoculated with vaccine lymph, 
eight gave early reactions of different degree, and on revaccination three gave a 
positive reaction which left a scar. When the disease was transferred from the 
affected milkers to cows, the same skin eruption appeared that Lipschuetz described 
under the name of paravaccine. The authors conclude that the “milkers’ nodes” 
may be called paravaccine caused by a virus that differs from the vaccine virus. 


A Dynamic CLASSIFICATION OF THE CLINICAL ForRMsS oF LeEpRA. V. N. 
KUZNETSOFF, Sovet. Vest. Dermat. 9:355 (April) 1931 


The author bases his classification on the dynamic process of the disease. He 
divides it into four periods. The primary stage is the stage of latency and its 
essential features are absence of clinical symptoms and presence of bacilli in the 
mucous discharge of the nose, in the glands and in the serum of the ear lobe. 
At the end of this period there are sometimes prodromal signs, consisting in a 
dry rhinitis, enlargement of some lymph glands and different sensations along 











1094 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


certain nerves. The second or flourishing period, the author divides according 
to two types of the condition: (a) benign form, in which there is no tendency to 
exacerbations, and in which no bacilli can be found in the cutaneous, mucous and 
glandular tissues, and (b) malignant form, in which there are permanent exacerba- 
tions, and in which bacilli can be easily detected, the organism remaining in a 
condition of an unstable equilibrium, so that the most insignificant change may 
produce an exacerbation of the disease. In the tertiary period, there is a relative 
stability and a more or less apparent immunity. Tendency to exacerbations is 
mostly absent, and bacilli cannot be found either in the skin or in the mucous 
membranes. The prognosis depends on the behavior of the patient. In many 
cases one can consider the patient as cured. In some very rare cases, one observes 
a fourth period which is free from relapses and from danger of contagion, but in 
which mutilation is present. 


LEPRA OF THE EYES AND THE DYNAMICS OF THE LEPROUS PRoceEss. N. M. 
PavLorFr, Sovet. Vest. Dermat. 9:362 (April) 1931. 


The purely morphologic classification of the clinical forms of lepra does not 
give the ophthalmologist any indication as to the evolution and the treatment of 
eye lesions, while the dynamic classification introduced by Dr. Kuznetsoff enables 
him to establish a relation between the eye lesion and the general condition of 
the patient. A grave ocular involvement is directly dependent on the grave 
evolution of the lepra infection in the body; ocular involvement is observed mostly 
in malignant lepra. This form of lepra requires general tonic treatment and the 
administration of chaulmoogra oil, which has to be given with great care under 
the direction of an ophthalmologist, as experience shows that any strong anti- 
specific treatment produces the eye lesion. 


THE PROBLEM OF NEvus ForMATION. P. N. SHISHKINA-LAVEIN, Sovet. Vest. 
Dermat. 9:368 (April) 1931. 


The author describes a case of peculiar multiple pigmented nevi in a child 
who was under observation for three years. During this time different changes 
took place in the nevi. Some macular nevi became macerated, some raised ones 
flattened down. A large macular lesion developed many lanugo hairs, and the 
skin became folded. Some nevi changed into firm tumors, which disappeared 
later spontaneously. The histologic examination revealed the following: In the 
upper layers of the nevus there were cells of very different type: spindle cells, 
flat, multi-angular, dendritic pigmented cells, etc. In the lower layers fibers ran 
crosswise or formed bundles that resembled nerve fibers. The author also discusses 
the different theories on the formation of nevus cells and the role of the dendritic 
cells which are supposed not only to form pigment but also to carry the piginent 
from the epidermis cells to the endothelium cells of the vessels and from there 
into the blood. According to the author, it is possible that in this way the organ- 
ism receives radiation energy from without. The author sees in the histologic 
study of his case the confirmation of the theory of Masson of the nervous origin 
of the nevus cell. 


THE Soprium CHLORIDE CONTENT IN THE BLoop OF SyYPHILITIC PATIENTS 
AND Its CONNECTION WITH THE WASSERMANN REACTION. B. N. TONIIAN, 
Sovet. Vest. Dermat. 9:376 (April) 1931. 


3y the method of Lauda the author examined the amount of chloride in the 
blood of 124 syphilitic persons. On the same day also the Wassermann reaction 
was examined. In a number of these patients functional tests of the kidneys 
were also made. It was found that in all stages of syphilis with a positive 
Wassermann reaction of the blood the chlorides were increased; after anti- 
syphilitic treatment, however, when the positive Wassermann reaction was changing 
to the negative phase, the amount of sodium chloride in the blood became more and 
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more normal. The functional state of the kidneys did not change in any form of 
syphilis. The author concludes that the sodium chloride plays a role in the fight 
of the body against syphilitic infection, and the increase of the chloride concentra- 
tion in the blood may possibly constitute a defense mechanism of the organism 
against the spirochete. 


THE BLoop COAGULUM WASSERMANN AND KAHN REACTIONS. A. KARTAMYSHEV 
and A. DEGTIAR, Sovet. Vest. Dermat. 9:383 (April) 1931. 


The Wassermann reaction of the blood coagulum according to the method of 
Dold was tested in 1,000 cases. In 96 per cent the same results were obtained 
as with the Wassermann reaction of the serum; in 2.8 per cent a slight difference, 
and in 0.7 per cent a great difference, was found. The authors conclude, there- 
fore, that the Wassermann test of the blood coagulum can be recommended only 
in cases in which the amount of serum does not suffice for the ordinary Wassermann 


test. D. Bioom, New York. 


Tue CLiInic oF CONGENITAL SyPHILITIC DISEASE OF THE THyrRoIp. I. M. 
CHAIUTIN and I. A. GOLDENBERG, Sovet. Vest. Dermat. 9:402 (April) 1931. 


In two cases of congenital syphilis of the thyroid and the larynx, antisyphilitic 
treatment gave a good therapeutic result. 


PELLAGRA: Forty-THree Cases. G. N. Kiemnman, Vrach. dielo 13:1689 
(Dec. 31) 1930. 


Kleinman observed forty-three persons with pellagra. All of them belonged 
to the poorest group in a rural community in which the main constituent of the 
daily food intake is corn bread. Meat is eaten only on the principal holidays. 
Milk or wine did not have a place in the regimen. The author states that there 
is no doubt about the interrelation between pellagra and the permanent use of 
corn as the main food. His conclusions are as follows: The exclusive use of 
corn, in a condition of a definite sensitization to it, causes physiologic disorders 
between the central nervous system, the sympathetic nervous system and the 
glands of internal secretion. The final result is pellagra. The hypersensibility to 
corn in the patients observed was proved by the fact that, after they were hospital- 
ized for a while, the symptoms rapidly disappeared. Their rapid recovery, with the 
disappearance of the gastro-intestinal and neuropsychic disorders, as well as of the 
severe ataxia noted in some cases, was due to the removal of the toxic cause of 
the ailment. The atypical localization of the endemic erythema on parts of the body 
protected from the sun’s rays (vulva, anus, genitocrural folds, shoulder and back) 
demonstrates that a pellagrous patient, in his fight against factors oppressing him, 
develops periodic fluctuations, particularly in his endocrino-autonomic apparatus. 
This phenomenon fully interprets the eruption of pellagrous exanthems and 
exanthems with reference to the various seasons of the year. 


[J. A.M. Al] 


RESEARCH ON IMMUNITY IN EXPERIMENTAL Sypuitis; II. THe Various 
Factors THAT INFLUENCE THE REINOCULATION OF SYPHILIS IN RABBITS. 
N.Kato, Lues: Bull. Soc. japon. de syph. 6:143 (April) 1931. 


Twenty-one rabbits, which had been inoculated from 123 to 452 days previously, 
following which they had received thorough treatment with arsphenamine, were 
reinoculated intracutaneously with a large or a small amount of spirochete emul- 
sion. The reinoculation proved positive in only three rabbits in which it produced 
a chancre. 

Eleven rabbits were first inoculated intravenously with a large amount of spiro- 
chete emulsion, following which a skin eruption and other. distinct general syphilitic 
symptoms appeared. From 45 to 48 days later, they received three injections of 
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arsphenamine, and then were reinoculated with the same stock of spirochetes, intra- 
cutaneously or intratesticularly. Ten of these rabbits showed immunity and did 
not produce a chancre. 

Rabbits were treated with arsphenamine from 154 to 241 days after the first 
inoculation performed intracutaneously on the back and intratesticularly at the 
same time. A group of these rabbits were reinoculated with the same spirochete 
stock from 24 to 28 days after the last injection of arsphenamine and another 
group from 147 to 156 days later. In the first group of eight rabbits, one showed 
a chancre on the back and the scrotum. Of the second group, seven animals 
showed a chancre on the back only, nine showed also a chancre on the scrotum. 


EXPERIMENTAL INVESTIGATION ON SUPERINFECTION IN RABBIT SYPHILIS. 
T. Kate and K. Isex1, Lues: Bull. Soc. japon. de syph. 6:160 (April) 1931. 


The emulsion of a certain amount of a certain spirochete stock was repeatedly 
injected subcutaneously into the back of the same rabbit at intervals of from 
seven to seventeen days. As a control, a healthy rabbit was inoculated with the 
same amount of the same spirochete stock, and incubation time, appearance of the 
lesions and their course were compared with the superinfected animals. The 
results obtained were as follows: 1. Superinfection took place only until the sixth 
inoculation (forty-five days after the first); at the seventh inoculation (fifty-four 
days after the first) no superinfection occurred. 2. As to the time of the appear- 
ance of the papules, there was generally no difference between the superinfected 
animals and the controls; in some superinfected rabbits the papules appeared a 
little later than in the controls. 3. There was, however, a great difference between 
the superinfected animals and the controls in regard to the size and the course the 
papules took following inoculation. These papules in the control animals remained 
markedly infiltrated from thirty to sixty days after their appearance, and their 
diameter reached about 2.5 cm. In the superinfected rabbits after the second or 


third inoculation these papules were smaller than those of the controls, and became 
still smaller with each reinoculation. After the sixth inoculation their diameter 
was only from 0.3 to 0.5 cm. The duration of the papules of the superinfected 
animals was shorter than that of the papules of the controls, and on the twelfth 
to the twentieth day after their first appearance they disappeared altogether. 
Papules produced by the fourth inoculation disappeared on the fourth to the 


seventh day. D. Bloom, New York. 


AFTER-EXAMINATIONS OF PATIENTS WITH ERYTHEMA NODOSUM AND ERYTHEMA 
ExsupATIVUM MULTIFORME Do Not Support View or TUBERCULOUS 
NATURE OF THESE CoNpDITIONS. A. CEDERCREUTZ, Finska lak-sallsk. handl. 
73:61 (Jan.) 1931. 


Cedercreutz found that of twenty-six patients with a history of erythema 
nodosum two had died of pulmonary tuberculosis and seven of other diseases, while 
seventeen were still living, one eighteen years, the others more than twenty-two 
years, after the erythema nodosum. Of thirty-six patients with a history of ery- 
thema exsudativum multiforme, five had died from pulmonary tuberculosis and 
fifteen from other causes, some at an advanced age, and sixteen were still alive, 
one fifteen years, the others more than twenty-two years, after the disorder. 


[J. A. M. A.J. 
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A CASE OF SYRINGOMA. Presented by Dr. R. L. GILMAN. 


H. H., a man, aged 41, was first seen in January, 1931, with a chief complaint 
of itching. On examination, in addition to the dry skin, an abundant, lichenoid, 
papular, slightly yellowish-brown eruption was noticed. There was no grouping, 
and the majority of the lesions were on the sides of the chest and on the abdomen. 
Tests of the blood and urine were negative. The diagnosis was deferred until 
the biopsy report was returned. 

DISCUSSION 


Dr. Frep D. Weteman: I would not make the diagnosis clinically. I 
think there is justification for not recognizing the real nature of this case, because 
it is so atypical. These lesions have a predilection for the lower part of the 
torso rather than the upper, and they are not on the flank but on the midline. They 
have a certain lichenoid appearance, and as a matter of fact the diagnosis swung 
between lichen planus, or perhaps lichen scrofulosorum, and syringoma. This 
is a very good illustration of the necessity for doing biopsies; in some quarters 
there is a tendency to belittle the usefulness of biopsies. This is an entirely 
erroneous point of view. 

This is the third case of very extensive syringoma I have seen in the last five 
years. The first case was presented at the Atlantic Conference meeting; the 
patient was a colored girl in whom the distribution was extremely extensive, the 
lesions being present all the way from the shoulders to the abdomen, and being 
uniform as to type. As I recall, the diagnosis in this case was not made clinically 
either. The other patient I saw in the Philadelphia General Hospital, a colored 
man in whose case the diagnosis of secondary syphilis had been made. Fortu- 
nately, this case occurred just after the first one cited, and since it was so 
fresh in my memory, I was able to make the diagnosis clinically. Certain it is 
that these cases often can be extremely atypical. In the case presented, the 
designated syringoma is preferable to syringadenoma (there are but two layers 
of cells lining these cysts). Although in the texts there is quite a synonymy for 
these conditions, I think there is a very good reason for separating at least two; 
syringadenoma connotes a veritable neoplastic change, while syringoma indicates 
simply an involvement of the sweat apparatus with swelling. 

Dr. J. F. ScHAMBERG: When Dr. Gilman gave us his description of this 
case, I turned to the gentleman behind me and said it sounded to me like a 
syringocystoma, but I must confess if I had seen the patient first it is doubtful 
whether I would have made that diagnosis, in large part for the reasons that Dr. 
Weidman has assigned. On the upper part of the chest the poorly defined lesions 
are really more suggestive of syringocystoma than the lesions on the thorax, for 
the latter are obtusely lichenoid and have an inflammatory appearance. This is 
one of the instances, as Dr. Weidman has clearly stated, in which the microscopic 
study of the lesion clears up the diagnosis. I have often seen histopathologic 
examinations leave us in the lurch, but here it has been of signal importance in 
clearing up the nature of the condition. I imagine that this condition is due to a 
congenital tendency, even though it manifests itself late in life. There is perhaps 
some inborn disposition in the tissues to the development of these tumors. We 
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see what we are prone to call nevi of one kind or another develop at birth, five 
or ten years after birth, and sometimes they may not develop until long after birth. 

Dr. F. D. WetpmMan: I should like to suggest that this patient be given 
doses of drugs that have some effect on the sympathetic system, such as atropine 
and pilocarpine, drugs that even remotely might have an effect on sweat secretion, 
to see whether these aggravate the prominence of the lesions. 

Dr. R. L. Girman: Part of the history is misleading. The patient’s main 
symptom, he thinks, is itching, but the itching is unrelated to the eruption. It is 
particularly associated with cold weather, and is independent of the location of 
the syringoma. However, some of the itching is real enough, and he may be 
increasing the inflammatory reaction through scratching. 


\ Case oF PARAPSORIASIS EN PLAQUES DissémINEEs. Presented by Dr. V. C. 
GARNER. 


A German, aged 68, had had a mildly pruritic dermatosis scattered over the 
body, especially the trunk and proximal segments of the extremities for five years. 
The lesions were erythematous, practically devoid of scales, and many were of 
linear distribution, particularly on the inner aspect of the thighs. Many of these 
lesions conformed to the description given by Crocker under the name of xanthro- 
erythroderma perstans, particularly the yellowish character and the linear 
distribution. 

Dr. A. Strauss: I suggest the diagnosis of premycotic mycosis fungoides 
rather than that suggested. 

DISCUSSION 


Dr. F. D. WetpMANn: I hesitate to give an opinion in this case, because I 
am unfamiliar with this particular variety of parapsoriasis. The yellowish color, 
of course, is not a part of erythrodermia pityriasique disséminé et en plaques of 
Brocq. Histologically, it does not conform to either of the two forms of para- 
psoriasis. I cannot see that it conforms, either, to premycotic mycosis. Of course, 
every one knows that the early stages of premycosis are nondistinctive as to 
histology, but in this case there is lacking something almost constant in mycosis 
fungoides, namely, edema and swelling of the epidermal cells, and these cells 
generally have conspicuous prickles. The cells infiltrated in the corium are poly- 
morphous, many have highly chromatic nuclei, and many are endothelioid— 
factors in harmony with mycosis fungoides. Things are thus so conflicting that 
I am afraid this is a case in which the histology does not get us very far. I 
think that on linking the clinical with the microscopic picture I prefer the diag- 
nosis of early mycosis fungoides. The patient does not have enlarged lymph nodes. 

Dr. C. S. Wricut: There are some features of this case that incline me 
more to the diagnosis of mycosis fungoides, particularly the horse-shoe con- 
figuration of the patches, the tendency of some of them to thickening, and above 
all, the patient’s complaint of severe itching. Of course it is necessary to take 
into consideration the fact that a history taken here is not to be compared with 
the careful history taken at the time of the original examination, and it may be 
that the patient exaggerated the degree of itching. 

Dr. V. C. GARNER: The patient’s itching occurs only at night and may be 
explained on the basis of age and senile changes in the skin. Crocker has described 
itching at night in cases of erythrodermia pityriasique en plaques disséminées, and 
the yellow color and the lateral distribution are regarded as typical of this 


condition. 


A Case oF Hypertropnic LICHEN PLANUS WITH ASSOCIATED ORDINARY 
LicHEN PLanus. Presented by Dr. BEHRMAN for Dr. JoHn H. STOKEs. 


A man, aged 38, presented a pruritic eruption over the anterior aspect of both 
legs. Within the four weeks prior to presentation, small papules had developed 
over the trunk. The Wassermann reaction of the blood was negative. 
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A CASE OF TUBERCULOUS ADENITIS PREVIOUSLY DIAGNOSED AS HODGKIN’S 
DisEASE. Presented by Dr. B. L. Kaun. 


O. T., a man, aged 35, born in Finland, was admitted to the Mount Sinai 
Hospital in September, 1925, with swelling of the neck and two discharging sinuses 
in the right side of the chest. The swelling had started twelve months previous 
to hospitalization. On examination, the blood was normal, and serologic examina- 
tion gave negative results. A roentgenogram of the chest was negative. The 
patient left the hospital against advice. He came to the follow-up clinic on 
December 3, with the following statement: He had resumed work on September 
16, after leaving the hospital. His family physician had administered Coley’s fluid 
intramuscularly, which caused him considerable fever and general malaise. The 
patient refused further treatment. Three months later, the swelling of the neck 
became soft and suppurated. About one glass of milky fluid was discharged. Five 
months after complete closing of the sinuses on the right side, the left side of 
the neck became swollen, with discharging sinuses above and below the left 
clavicle. 

DISCUSSION 


Dr. F. D. WertpMAN: I agree with the diagnosis. I would not discuss the 
case, except that I think, with very minor modifications, this fits in perfectly with 
with the case of a Mexican patient that Dr. Ludy and I showed two or three months 
ago, in which you may recall that the swellings of the body were preeminently 
of the lymphatic glands—fistulas in various parts of the body that gave a 
sclerodermatous effect. However, our patient had a 4+ Wassermann reaction. 
There was disagreement as to whether the condition was tuberculosis or syphilis. 
He came to necropsy last week and showed caseous pulmonary tuberculosis; he 
died of tuberculous peritonitis. The lymph nodes in the axilla and in the ante- 
cubital region were simply sacs of pus. The aorta did not show any sign of 
syphilis. Although he was regarded as syphilitic, the disease certainly lay very 
lightly on the internal organs and the tissues in general; of course, in the light 
of the Wassermann test he did have syphilis. 

The confusion of this condition, with Hodgkin’s disease is common. We have 
at present in the Philadelphia General Hospital a patient in whose case the diag- 
nosis swung between tuberculosis and Hodgkin’s disease. There was adenopathy 
and a discharge in the inguinal region; biopsies did not help at first, but eventually 
an old sclerotic lesion showed the classic histology of Hodgkin’s disease. The 
patient of whom I speak has been shown before this Society on two occasions. 
It is easy to mistake these cases of essentially glandular tuberculosis for cases 
of Hodgkin’s disease. Of course, there is one particular form of tuberculosis of 
the lymph glands, known as Sternberg’s idiopathic tuberculosis, that is charac- 
terized histologically by the diffuse nature of the involvement of the lymphadenoid 
tissue. One does not get the impression of tubercles but a diffuse effect, so that on 
close examination it is very difficult to distinguish between Hodgkin’s disease and 
the Sternberg type of tuberculosis. 

I think that perhaps after what has recently been published about the roéle of 
avian tuberculosis in Hodgkin’s disease, such as L’Esperance has been reporting, 
perhaps it would be in order in all of these cases of peculiarly distributed tuber- 
culosis to test for the presence of some peculiar form or strain of the tubercle 
bacillus. 


A CAsE oF THALLIUM POISONING. Presented by Dr. J. F. SCHAMBERG. 


A few weeks before presentation, a woman, aged 28, came to Philadelphia 
from a neighboring city. On entering my office she immediately broke down and 
cried. She was in a hysterical condition. She had recently had a nervous break- 
down, and suffered from severe pains in the legs. She told me that she was losing 
her hair. She removed her hat shortly, and I saw that seven eighths of her hair 
was gone. I asked her whether she had used anything for the removal of hair, 
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and she informed me that she had been using a preparation known as “Koremlu 
Cream,” made in New York. Immediately, the diagnosis of thallium poisoning 
was made. She had been rubbing this cream under her arms, beginning in the 
spring of 1930, but ceasing for a month or two at a time. The hair under the 
arms persisted, but the hair on her head was nearly all gone. 

I sent word to the Bureau of Investigation of the American Medical Associa- 
tion, and received a reply from Dr. Cramp saying that he would be glad to get all 
the data concerning this case, that there had been a number of cases described, 
and that his department wished to have the record of all the cases. I know of two 
other cases in Philadelphia of thallium poisoning due to the use of the same cream, 
one of which was recently seen by Dr. Greenbaum, who sent the records of the 
case to the American Medical Association for publication, and one seen by an 
internist in consultation. This cream contains over 7 per cent of thallium. It is 
sold for $5.00 a jar and a large jar for $10.00. It is possible that the continuous 
use of such a preparation might lead to death, because one may get as an end- 
result encephalitis; my patient had multiple neuritis. | thought I would mention 
this to you so that you would know that these cases are occurring. 

This product has been rather extensively marketed. Only the other day I had 
a letter from a patient of mine who owns a large department store in a near-by 
city, telling me that he had had an offer for the agency for Koremlu cream, and 
asking me whether I knew anything about it. In view of my experience, I advised 
him to have nothing to do with it. 


NEW YORK ACADEMY OF MEDICINE, SECTION 
OF DERMATOLOGY AND SYPHILIS 


A. Benson Cannon, M.D., Secretary 
May 5, 1931 


Joseru J. Etter, M.D., Chairman 


Nevus (?). Presented by Dr. HENRY SAUNDERS. 


E. E., a man, aged 25, stated that his first lesion had appeared on the abdomen 
when he was 11 years of age. At that time the spot was very small; it had 
gradually grown larger by extension of the borders. At first it was reddish, but 
grew darker as it became older. Other lesions appeared and went through the 


same development. 

On the back, abdomen and lower extremities were numerous brownish macules. 
The lesions were oval; the borders were sharply defined, and the size varied from 
that of a silver dollar to that of a palm. The lesions were depressed, and atrophy 
was apparent. When felt between the fingers, the skin was soft and pliable but felt 
thinner than the surrounding tissue. Lanugo hairs were present in some of the 
lesions. Telangiectasia was present in the borders of some lesions, and underlying 
vessels were seen through the tissue 


DISCUSSION 


Dr. S1cGmMUND PoL.itzeR: I understand that the first lesion (and others as 
they gradually developed) was reddish, and that the lesions were mistaken for 
ringworm. Gradually changes occurred which resulted in the present appearance. 
At present, in the pigmented areas the skin is distinctly atrophic. The atrophy 
probably affects the cutis, possible the subcutis and evidently also to some extent 
the epidermis. When the skin is stretched, the periphery of these atrophic pig- 
mented lesions shows telangiectasia. I think that this is a case of scleroderma 
with the usual atrophy and the not at all infrequent pigmentation. 
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Dr. Frep Wise: ‘The clinical diagnosis seems to lie somewhere between 
dermatitis atrophicans and atrophic scleroderma. The latter is the one Dr. 
Poliitzer described. I agree with Dr. Pollitzer in the last diagnosis. The eruption 
exhibits features that are favorable toward the diagnosis of atrophic scleroderma, a 
condition described on numerous occasions. The patient has bilateral irregu- 
larly distributed, circumscribed, pigmented lesions. I think that the pigmenta- 
tion is an important factor in this diagnosis. It varies a good deal in different 
lesions; in some it is mottled, in others uniform. There is a type of scleroderma 
in which the process is so rapid that atrophy, although present, is likely to be 
overlooked. One of the features of so-called atrophic scleroderma is that the 
histologic findings are not sufficient to let us determine whether we are dealing 
actually with a primary atrophic dermatitis or with the end-stage of a scleroderma. 
The fact that in some of the lesions in this patient the veins distinctly shine 
through the skin is definite proof, clinically speaking, that we are dealing with 
atrophy; and the presence of pigmentation is another suggestive feature of this 
so-called atrophic type of scleroderma. I do not think that the diagnosis of nevus 
is applicable to the case. 

Dr. HENRY SAUNDERS: The diagnosis of nevus with a question mark was 
given in this case to open discussion. Some workers, notably Oppenheim of 
Vienna, consider this type of atrophy as a nevus. The fact that it began at about 
the time of puberty seems to support this theory. I agree that it is an atrophy and 
not a nevus. 


URTICARIA PIGMENTOSA WITH MacuLark Arropuy. Presented by Dr. Louts 
CHARGIN. 


G. M., a white boy, aged 5 years, born in New York, presented a rash that 
had appeared three months after birth. The lesions had first begun as red papules 
which itched a good deal. They then underwent a change, leaving white atrophic 


macules. 

On the trunk and extremities were many small oval lesions of two types with 
intermediary stages. The primary stage was that of typicai urticaria pigmentosa; 
oval, brownish, nonelevated and nonscaly lesions that underwent atrophy. Scattered 
over the buttocks and arms were a number of pigmented spots that showed 
beginning atrophy. 

DISCUSSION 


Dr. J. FRANK FRASER: This case is of unusual interest. I have never seen 
atrophy as an end-process in urticaria pigmentosa. I agree with Dr. Chargin’s 
interpretation of the case. 

Dr. Howarp Fox: A first glance at the eruption gave the impression that 
there were two distinct diseases, both of them rare, namely, a classic urticaria 
pigmentosa and a macular atrophy. On closer examination, one lesion was seen 
which consisted of a combination of the two conditions. This certainly suggests 
that atrophy was the terminal stage of urticaria pigmentosa in this case. I am not 
familiar with this condition. 

Dr. Ross GOLDENBERG: The last remarks of Dr. Fox prompt me to state 
that Dr. Chargin has drawn my attention to the fact that such macular atrophy 
has been found in connection with urticaria pigmentosa. I think that there are 
three cases on record. 

Dr. Louts CHarGin: There are three cases of this disease, that is, urticaria 
pigmentosa followed by macular atrophy, on record. The reports are by Scipal, 
fallopeau and Bohac. Is this condition a primary macular atrophy or a secondary 
macular atrophy? In other words, is it like Jadassohn’s anetodermia erythematosa, 
the primary lesion being macules or papules that terminate in atrophy, or is it an 
urticaria pigmentosa with some lesions undergoing secondary atrophy, such as 
that seen following syphilis or tuberculosis. I am inclined to view the case as a 
secondary atrophy. 
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A Case For DiaGnosis (TUBERCULOsIS?). Presented by Dr. PAut Gross. 


M. F. C., a woman, aged 34, born in the United States, was first seen on 
May 1, 1931, with lesions on the right malar region of seven months’ duration. 
There was a large, infiltrated, red growth, about the size of a silver dollar, with 
several scattered areas of crusted ulceration. She also had cloudy vision, 
apparently interstitial keratitis. The Wassermann reaction was negative. Direct 
examination for fungi and also examination for Leishman-Donovan bodies gave 
negative results. 

NotTe.—Subsequent to presentation, a biopsy was made, which showed a 
massive infiltration of epithelioid cells and lymphocytes extending from the 
epidermis deep into the cutis with scattered giant cells and necrosis. The sur- 
rounding tissue showed fairly well defined tubercles. 


DISCUSSION 


Dr. S1cmMUND Po.LuitzER: I have no idea what the lesion can be unless it 
is an artefact. I do not say that it is one, but that diagnosis is worth considering. 
The history and the lesions are peculiar. The condition is not tuberculosis. It 
suggests a tropical ulceration, but the patient has never been in the tropics. 


Dr. Howarp Fox: I agree with Dr. Pollitzer that the question of a self- 
inflicted eruption should be seriously considered. The lesion has the shape of a 
triangle, and one does not see triangular lesions of the skin unless they are 
artificially produced. 

Dr. HERMAN GoopMAN: I thought possibly of an artificial dermatitis. The 
patient stated that five years previously she had had a series of roentgen treatments 
on both cheeks. The roentgenologist said that he could not give her any more 
and discharged her. The condition might be radiodermatitis. 

Dr. IstpoRE RosEN: I suggest the diagnosis of tuberculosis or some other 
granuloma. The ulceration on the cheek is irregular in outline, infiltrated and 
studded with tubercles. A histologic examination is the only way to arrive at 
a definite diagnosis. 

Dr. A. BENSON CANNON: I think that as a number of the members of the 
Section have made the diagnosis either of artefact or of tuberculosis, we should 
naturally consider syphilis as a probable cause of the ulcer. A solitary, crescent- 
shaped, deep ulceration of only seven months’ duration is in favor of the diagnosis 
of gumma. I suggest a repetition of the Wassermann test and the institution of 
antisyphilitic treatment. 

Dr. HENRY SAUNDERS: The circular arrangement of the small nodules around 
the lower inner angle of the lesion would seem to support the diagnosis of 
syphilis. I am of the same opinion as Dr. Cannon. 

Dr. FrREp Wise: If we can eliminate granulomas, such as syphilis and 
tuberculosis, I would suggest bearing in mind the possibility of Aleppo boil. 

Dr. Paut Gross: The patient has not been in the tropics, and her Wasser- 
mann reaction is negative. 

She came to the Vanderbilt Clinic last Friday, and the condition she presented 
was clinically a gumma. Etiologically, we would have to consider syphilis, tuber- 
culosis and a nonsyphilitic infection. It did not occur to me that the chronic 
granuloma with multiple ulcers could be an artefact. The so-called pigmenta- 
tion on the left cheek consists of fine brownish spots, some of which are slightly 
infiltrated. This is the remainder of an eruption that occurred seven years ago, 
together with some eye trouble. No blood test was taken at that time and no 
antisyphilitic treatment was given. The reason I mentioned nonspecific granu- 
loma, which would be equivalent to a chronic streptococcic or staphylococcic infec- 
tion, is not only that such conditions have been considerably discussed but that 
recently I saw a man who had a large infiltrated lesion on the wrist. The 
Wassermann reaction and guimea-pig inoculation were negative. The culture was 
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negative for fungi but positive for Staphylococcus aureus and Streptococcus 
hemolyticus. Clinically, the true nature of the lesion was suggested by the 
presence of numerous small pustules and furuncles around the border of the lesion. 
The condition healed rapidly under mild antiseptic ointment and ultraviolet light 
treatment. 


PityrRiAsis LICHENOIDES CHRONICA. Presented by Dr. PAut Gross. 


E. J. F., a boy, aged 14 years, was seen on May 4, 1931, with an eruption, gener- 
alized over the trunk, of three weeks’ duration. Examination showed pinhead- 
sized and larger, discrete, brownish lesions. Some of the lesions had a varioliform 
appearance. There was no itching and no lesions in the mouth. 


DISCUSSION 

Dr. Louts CHarGin: I suggest the diagnosis of guttate psoriasis. 

Dr. Frep Wise: It is reasonable to presume that the man who presented the 
case studied it considerably and presented the diagnosis of parapsoriasis for a 
good reason. I think that it is impossible at the moment to differentiate between 
psoriasis and parapsoriasis. 

Dr. ADOLPH ROSTENBERG: The duration of the disease is only three weeks. 
I do not think that we have a right to make a diagnosis of parapsoriasis after 
such a short observation. I would rather incline to a diagnosis of psoriasis on 
that account only. 

Dr. Paut Gross: The diagnosis should read pityriasis lichenoides chronica 
with an acute onset. Psoriasis was considered, but of course the patient was only 
seen once and the time is too short to arrive at a definite conclusion. There 
were some lesions, though, that were more in favor of pityriasis lichenoides. 


ARSPHENAMINE DERMATITIS WITH MARKED KERATOSIS OF THE PALMS AND 
SoLes. Presented by Dr. Louts CHARGIN. 


M. S., a woman, aged 30, born in the United States, had been syphilitic for 
a long time, but had had no treatment until early in 1930. She then received a 
series of eighteen injections of bismuth. In July, 1930, she first came under my 
observation. At that time the only evidence of syphilis was a positive Wasser- 
mann reaction. She was placed under mild antisyphilitic treatment, receiving five 
injections of bismuth and a total of 0.5 Gm. of arsphenamine, given in four 
injections at weekly intervals. The last injection of arsphenamine was administered 
in September, 1930. The patient then disappeared from the clinic. Three months 
later a generalized eruption developed for which the patient was admitted to Kings 
County Hospital. After a short stay she was discharged unimproved. She 
reappeared in my clinic three weeks ago with an eruption that was generalized, 
erythematous, scaly and almost universal. There was marked keratosis of the 
palms and soles. The Wassermann reaction was positive. 

She now shows an eruption involving the entire body. It is erythematous and 
scaly for the most part. The scales are small and white and peel off readily. The 
skin on most of the body is dry. On the lower extremities, however, the eruption 
is eczematoid, with considerable crust formation. The palms and soles show a 
well marked keratosis with fissures. 


DISCUSSION 


Dr. IstporRE Rosen: I think that the interesting feature in this case is the 
association of the marked palmar and plantar keratosis with the arsphenamine 
dermatitis. While I have seen a number of cases of this type of dermatitis, I 
believe that palmar and plantar keratoses are rare from the administration of 
arsphenamine. 
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Dr. FRANK C. ComsBes: This is an interesting case, as Dr. Rosen has 
brought out. It is unusual to see an arsenical keratoderma of the palms with an 
exfoliating dermatitis due to arsphenamine. The keratoderma here shown is not 
the usual lesion occurring as the result of arsenic. It occurs as a keratosis with 
small grouped lesions rather than as the diffuse hyperkeratosis that the patient 
presents. 

Dr. A. BENSON CANNON: I think that there is no question about the diagnosis 
of arsphenamine dermatitis with hyperkeratosis. I showed a similar case before 
the Section two months ago, with a much more extensive keratosis of the palms 
and soles, and with some verrucous formation and generalized alopecia following 
neoarsphenamine dermatitis. The appearance of the dermatitis three months after 
the administration of the drug is interesting in this case. We used to think that 
it was necessary for a patient to develop dermatitis either while receiving the 
drug or else immediately after the course of treatment. We know now that when 
arsenic is stored up in the system and then liberated, either by the use of sodium 
thiosulphate or otherwise, a dermatitis, hepatitis or neuritis is apt to develop. 

Dr. EuGENE Traus: If I understood the patient’s statements correctly, she 
has received three injections within the last three weeks, which apparently have 
aggravated the previous condition. As the history did not mention any treatments 
within the last few weeks, I wondered whether she had received more arsphenamine 
or possibly some other form of arsenic. 

Dr. Ettas Apramow!t1z: I did not see the patient, but I would like to make 
a few-comments. Diffuse keratotic thickening on the palms and soles following 
the use of arsphenamine is not unusual, especially after an exfoliating erythro- 
derma. The name keratoderma is usually applied to such lesions on the palms and 
soles. The verrucous protuberances which occur in large numbers on both sur- 
faces of the extremities and which may degenerate into arsenical cancer are 
actually arsenical keratoses. The latter are common enough following the thera- 
peutic use of the simpler arsenicals, such as solution of potassium arsenite, but I 
have never seen an example following the use of arsphenamine. It is twenty years 
since the arsphenamines were introduced, and as far as I know I have not heard 
of a single instance of an arsphenamine keratoderma resulting in a cancer in loco. 
There is evidently some difference between the diffuse and the localized thickening 
of the skin, judging from the sequelae. While both types may be present follow- 
ing the use of the simpler arsenicals, the localized verrucous protuberances are 
rare, if they ever occur, after the use of the arsphenamines. 

Dr. Louts CHarGIn: In answer to Dr. Traub, I would say that the injec- 
tions recently given the patient consisted of sodium thiosulphate. The interesting 
feature in the history is this: The patient received a total of 0.5 Gm. of arsphen- 
amine: 0.1 Gm. the first time; 0.29 Gm. the second time, and 0.2 Gm. the third 
time. She then left the clinic. On her return she stated that she had been 
treated elsewhere for the dermatitis that appeared three months after the last 
injection. The condition is undoubtedly a generalized arsphenamine dermatitis 
with the unusual feature of a marked keratoderma of both palms. 


PHENOLPHTHALEIN ERUPTION OF THE Mourn. Presented by Dr. CHARLES 
WoOLrFr. 


L. V., a man, aged 52, a peddler, born in Turkey, a patient in the New York 
Post-Graduate Clinic, complained of pain and a burning sensation in the mouth 
on the day of presentation. Physical examination revealed ulceration of the 
vermilion border and bullae of the lower lip as well as of the upper lip. The 
membranes of each cheek presented bright erythema with vesiculation and pea- 
sized ulcerations. The same process involved the tonsils and uvula. The patient 
gave a history of having taken two ex-lax tablets four days prior to presentation. 
The eruption appeared twenty-four hours after the laxative had been taken. There 
were no lesions on the body. 
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DISCUSSION 

Dr. Ertas ABRAMOWITZz: This patient presents small and large vesicles on 
a reddened mucosa of the lips and cheeks. The palate and fauces are also markedly 
injected. There are no lesions on the body, or on the glans penis. Usually when 
a phenolphthalein eruption occurs in the mouth, the genitals are also involved. 
The lesions in this case closely resemble herpes simplex, which they might well be, 
and as herpetic lesions have been described after the injection of phenolphthalein, I 
would suggest that when the eruption disappears, the patient be given a test 
dose to see if he has a recurrence. 

Zinnser, in the recent Handbuch der Haut- and Geschlechtskrankheiten (14: 
109, 1931), state that phenolphthalein eruptions are not mentioned as occurring in 
the mouth. This is contrary to the reports in the American literature; in fact, 
such lesions in the mouth are of diagnostic significance. 


LiIcHEN PLANUS AND Psoriasis. Presented by Dr. Louis CHARGIN. 


F. W., a man, aged 39, a cloak operator, born in Russia, came to the clinic on 
Dec. 6, 1930, with polygonal violaceous papules, some showing umbilication, the 
size of a pinhead, typical of lichen planus. The papules were located on the backs 
of the hands, on the abdomen near the umbilicus and on the glans penis. There was 
an extensive, mosaic, slightly raised network on the mucous surface of each cheek, 
and plaques on the tongue and the inner surfaces of the lower gum. The patient 
was given six injections of sodium arsenate with no improvement. He was then 
given six exposures of the roentgen rays to the spine. 

On April 1, 1931, he returned with a generalized lichen planus of recent 
development. At this examination it was noted that on both elbows there were 
typical psoriatic patches. On the body there were a few pinhead to pea-sized 
lesions suggestive of psoriasis. A specimen taken for biopsy on April 1 from 


both types of lesions showed typical histopathology, respectively, of lichen planus 
and psoriasis. On inquiry, it was ascertained that the patient had been having 
attacks of psoriasis for many years off and on. 


DISCUSSION 


Dr. SIGMUND POoLLitzER: I agree with the diagnosis. The association of 
lichen planus and psoriasis is decidedly rare, but is not unknown. As long ago 
as half a century, Jonathan Hutchinson spoke of lichen psoriasis. This patient 
presents distinct psoriatic lessions and characteristic linear lesions of lichen planus 
about the anterior aspect of the forearm and wrist. I think that there is no ques- 
tion of the correctness of this diagnosis. 

Dr. ApoLpH ROsTENBERG: I do not doubt that the condition is a combination 
of both diseases. Lichen planus is present, because the patient has lesions in the 
mucous membranes that are typical of lichen planus. The interesting feature is 
that psoriasis existed first and lichen planus came afterward; the psoriasis is clear- 
ing up now. I had a similar case that I observed for years; the psoriasis appeared 
first and was very extensive. After the psoriasis subsided, a typical lichen planus 
developed. There is no question that the two dermatoses may coexist. 

Dr. Marion B. SULZBERGER: Was arsenical treatment given in this case 
prior to the appearance of the lichen planus? 

Dr. Louis CHARGIN: The patient had a few injections of sodium arsenate. 
It was given for the lichen planus of the mouth. 

The combination of lichen planus and psoriasis is not so rare as is regarded by 
some observers. This is considered to be a rather uncommon case. 


PempuiGcus. Presented by Dr. Louts CHARGIN. 


R. B., a woman, aged 57, born in Russia, gave an irrelevant personal history. 
She had had four children, all living and well, and there had been no mis- 
carriages. 
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Three years ago the patient first noticed a bullous eruption in both axillae, 
accompanied by severe itching. A few days later a similar eruption appeared on 
the scalp, which gradually spread to the chest and the abdomen. At the same 
time lesions appeared on the mucous membranes of the mouth. When she presented 
herself at the clinic, the condition was of six months’ duration. At that time the 
Nikolski sign was positive and the iodide test gave negative results. 

She had been treated with sodium arsenate for two and a half years, with 
occasional periods of rest. While she came for treatment she felt improved, 
though at irregular intervals a few lesions would appear and gradually disappear. 
For a month she had had a period of rest from injections, and when she presented 
herself at the clinic she had a new crop of lesions over the chest, front and back. 
No lesions were present on the mucous membranes. The Nikolski sign was then 
negative. 

Examination of the blood showed: hemoglobin, 68 per cent; red cells, 2,600,000; 
white cells, 7,800; polymorphonuclears, 46 per cent; small lymphocytes, 48 per 
cent; large lymphocytes, 2 per cent; eosinophils, 1 per cent; transitionals, 2 per 
cent, and basophils, 1 per cent. 

DISCUSSION 


Dr. Frep Wise: I would like to inquire as to whether the presenter con- 
siders the eruption the Senear-Usher type of pemphigus. I would also like to 
state that the term “benign pemphigus” should be retained. I have cured a few 
patients with this condition by the administration of arsenic in large doses and the 
exposure of the affected parts to the x-rays. One of the patients has been well 
for twelve years and another for six years. 

Dr. Marron B. SULZBERGER: I think that in these cases the possibility of 
their closer relationship to Duhring’s disease than to pemphigus should be con- 
sidered: (1) because they are benign, and in the general course of true pemphigus 
the result is fatal; (2) because they respond to the same type of therapy as 
Duhring’s disease; (3) because they show hyperpigmentation and some tendency 
to grouping, and (4) because itching and burning are present. I think that in 
two diseases in neither of which we know the etiology and the true cause, if one 
is always benign and the other always fatal, and one presents certain clinical 
changes absent in the other, there is good reason for differentiation. 

Dr. S1cGMUND PoLtitzeR: I have had two cases of pemphigus in which the 
patients appeared actually moribund; they were so covered with lesions of 
pemphigus that one could not put a finger down on the skin without hitting a lesion. 
Both of the patients recovered. One died of pneumonia three years after I had 
cured him with enormous doses of arsenic; the other was seen about five years 
ago and was still alive and well. 

Dr. Howarp Fox: Several years ago at a meeting of the American Derma- 
tological Association in Baltimore, I saw a patient who had entirely recovered from 
a classic eruption of pemphigus. He had been in the New York Skin and Cancer 
Hospital when the eruption was severe, and the diagnosis of pemphigus was agreed 
on by all who saw him. He was treated in Baltimore by Dr. Hemmeter with 
irrigations of the colon and vaccines made from the feces. He remained well for a 
number of years, and at the time I saw him he was in apparent perfect health. 

Dr. A. BENSON CANNON: I think, as do the last three speakers, that it is 
impossible, from the clinical appearance of a case of pemphigus vulgaris, to 
predict the outcome. Sometimes a patient with a severe case of pemphigus with 
profound constitutional symptoms will recover entirely and remain well. I believe 
that the patient presented has a case of pemphigus, although I would hesitate to give 
a prognosis, as we usually consider pemphigus a fatal disease. I have noticed no 
great benefit from arsenic, nor do I know of any other remedy that offers a cure. 
I have found that the free use of alkalis, including sodium salicylates, gives the 
most beneficial results. 
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Dr. Louts CHarGIN: I regard this case as one of chronic pemphigus. During 
the past three years, the patient has never been without arsenic; from 15 to 18 
minims of 2 per cent sodium arsenate is injected three times a week. She tolerates 
the drug remarkably well. 


TUBERCULID OF THE Face. Presented by Dr. Marton B. SULZBERGER. 


L. B., a woman, aged 39, was presented before the New York Dermatological 
Society on April 28, 1931. The majority of the members made a diagnosis of some 
form of tuberculosis or tuberculid; a few thought that it was a case of rosacea. 
Since that presentation, a biopsy had been made, and Dr. Satenstein thought that 
the pathologic histology was suggestive of a follicular type of tuberculosis. 


DISCUSSION 


Dr. Epwarp MAtoney: I saw this case last week. At that time I did not 
think it was a tuberculid. In view of the histologic findings, I shall have to 
change my opinion. In looking at the lesions tonight, for some reason or other 
they look different from what they did a week ago, possibly due to the light. At 
that time I thought that it was a severe case of rosacea. I now agree with the 
diagnosis of tuberculosis. 

Dr. HERMAN GOODMAN: How does the condition differ from Leloir’s lupus 
vulgaris erythematodes ? 

Dr. J. FRANK FRASER: The histologic picture in this case is that of tuber- 
culosis, and it differs from the superficial type of lupus vulgaris in that the lesions 
are confined to the appendages. The histologic diagnosis is tuberculosis of the 
appendages of the skin. There are typical tubercles in the hair follicles. 

Dr. Paut Gross: Why could we not call this condition lupus miliaris dis- 
seminatus? I would like to know the result of the tuberculin test. If the results 
were negative, we might as well call this a case of miliary lupus of the face. 

Dr. Marion B. SuLzBERGER: The resemblance to rosacea is suggested by 
the name of this condition. The first observation of this type of case was made 
by Blashko and Lewandowsky, who described the cases as rosacea-like tuberculids. 
They have not as much pustulation as rosacea, and they do not respond to roentgen 
therapy. In rosacea one could expect some progress after the amount of x-rays 
and other therapy administered. In this case there was none. Another difference 
is the histologic picture, which is typical, with tubercles in the follicles and the 
perifollicular areas. Many more are present than we generally see in rosacea, 
although one can see an occasional tubercle even in a real rosacea. The difference 
between this case and a case of lupus vulgaris erythematoids is that lupus 
vulgaris erythematoids is a lupus vulgaris that has an erythematous component. 
It is not a lupus erythematosus, but a lupus vulgaris resembling a lupus erythe- 
matosus. The differentiation from my case is based on the facts that lupus vulgaris 
erythematoides has a different histologic picture and that it does not clinically 
resemble rosacea, as this case does, in distribution and appearance. 

While lupus vulgaris generally has a tuberculin hypersensitiveness, this case 
has a hyposensitiveness and possibly belongs in the group of tuberculids known 
as lupus miliaris faciei. We have undertaken animal inoculations and may be able 
to report the findings later. 


GUMMA OF THE MEDIAN NERVE. Presented by Dr. Max SCHEER. 


L. M., a man, aged 48, born in Porto Rico, entered the New York Post- 
Graduate Clinic, complaining of a progressively increasing swelling in the middle 
of the left arm for thirty-four years. It was symptomless until about four years 
ago, when pain and tingling of the palmar side of the middle finger and the 
lateral side of the ring finger had occurred simultaneously with marked rapidity of 
the growth of the tumor. 
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Physical examination showed the swelling to be firm and freely movable from 
side to side but not from above downward or below upward. There was no 
adherence to the skin or deeper structures. Pressure or traction produced sub- 
jective symptoms, as mentioned. 

The patient had been operated on for neurofibroma of the median nerve, at 
which time a fusiform enlargement of the median nerve had been revealed, the 
fibers of which stretched out over the surface of the tumor. It was impossible to 
free the tumor from the nerve fibers, and hence excision was performed. The 
wound healed by primary intention, but paralysis of the entire left median nerve 
followed. 

Pathologic examination showed syphilitic perineural granuloma with pan- 
arteritis and numerous nodules composed of epithelioid and giant cells. 

The Wassermann reaction was 4 plus. 


PsoRIASIs UNILATERALIS. Presented by Dr. CHARLES WOLF. 


J. G., a man, aged 33, a cabinet maker, born in Italy, came to the United States 
eleven years ago. When he entered the New York Post-Graduate Clinic, he gave 
a history of having had the eruption in the left inguinal region for eighteen years. 

In the left inguinal region there was a uniformly erythematous, smooth, slightly 
scaly area with a sharply defined border. This patch had extended onto the 
base and for about one third of the posterior part of the shaft of the penis. There 
were discrete, erythematous, scaly papules on the left half of the scrotum. There 
were no other lesions on the body except a scaly lesion on the occipital region of 
the scalp. 


Prurico Noputaris. Presented by Dr. Louris CHARGIN. 


S. R., a woman, born in Russia, said that she had not had any former skin 
disease. Aside from the skin trouble for which she was presented, she was in 
fairly good health. Her trouble had first appeared about eight years ago on both 
legs. At the outset the lesions were very small and few in number. The lesions 
were increasing in size and in number. 

Examination showed the lesions to be for the most part on the lower extremities, 
the left leg being more involved than the right. The lesions were more numerous 
on the extensor than on the flexor sides of the legs. The smallest and most recent 
of the lesions were the size of a small pea; the largest was three fourths of an inch 
(1.8 cm.) across. They were round, solid, scaly and thicker at the centers, where 
the scales were most marked. Many of the lesions showed a central crust. There 
was a great deal of itching, and the patient scratched frequently and freely, which 
resulted in the central crust. A few lesions had recently made their appearance 
on the inner side of the arms. 

Biopsy showed extensive hyperkeratosis, perivascular fibrosis and infiltration of 
the entire corium, suggesting prurigo nodularis. 

On May 4, 1931, examination of the blood showed: red cells, 4,900,000; hemo- 
globin, 95 per cent; white cells, 7,300; polymorphonuclears, 62 per cent; lympho- 
cytes, 32 per cent; nononuclears, 4 per cent; eosinophils, 1 per cent, and basophils, 
l per cent. 


Tropuic Utcer. Presented by Dr. HERMAN FEIT. 


R. T., a man, had first been seen on Nov. 1, 1930, in the accident ward, where 
he had been referred to the outpatient department for diagnosis. He had been seen 
in the orthopedic department and referred to the medical department because of 
unsteadiness of the legs, exaggerated reflexes and sensory disturbances. <A 
Wassermann test of the blood at that time gave negative results. (Nov. 19, 1930). 

The patient was admitted to the hospital on Nov. 20, 1930 (Englewood Hos- 
pital Association; the Community Hospital of the Northern Valley). Physical 
examination showed a well developed and well nourished colored man, seemingly 
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very apathetic but not very ill. The left eye reacted to light and in accommoda- 
tion; the right eye was fixed and had an anterior synechia; only light and darkness 
could be distinguished with the right eye. The reflexes were hyperactive. 

The vibratory sense and pain sense were greatly impaired in the feet, and to 
a lesser degree in the arms. There was a decided mental cloudiness. The spinal 
fluid test showed no globulin, 55.5 mg. of sugar per hundred cubic centimeters and 
a cell count of 8. The Wassermann reaction was negative; the colloidal gold curve 
was normal. Examination of the blood showed: red cells, 4,000,000; hemoglobin, 
80 per cent; white cells, 10,000; polymorphonuclears, 75 per cent; mononuclears, 
25 per cent; basophilic stippling, none. 

The patient was discharged with a diagnosis of toxic neuritis, of lead or 
alcohol origin, on Dec. 29, 1930, and he was to return to the outpatient department 
for treatment. He returned to the clinic on Jan. 13, 1931, complaining of pain in 
both heels of four days’ duration. At that time he was found to have two large 
infected ulcers on both heels. ‘ 

Physical examination at that time showed marked swelling over both heels; 
on the right side there were great discoloration and fluctuation, which gave the 
appearance of a hematoma. The patient left the clinic in about the same condition, 
but the hematoma had opened. Pressure over the heels caused pain. Dorsalis pedis 
pulsation was readily felt. There was an occasional tremor of the lips. The 
abdominal reflexes, upper and lower, were absent. There were no pathologic 
reflexes. 

Tactile sense was greatly diminished in the areas supplied by the fourth and 
fifth lumbar and the first and second sacral nerves, bilaterally and symmetrically. 
Pain sense was diminished greatly in the same area. Temperature sensibility 
showed changes: diminution especially for cold, in the same areas on both sides. 
Vibratory sense was normal in the upper extremities, but greatly impaired in the 
feet with a diminution as far as the patellae. 

There was mental fogging, and retardation in response to questions and tests 
was quite marked. 

The Wassermann (provocative) reaction of the blood was negative. Exam- 
ination of the blood showed: red cells, 4,000,000; hemoglobin, 75 per cent; white 
cells, 6,000; polymorphonuclears, 59 per cent; mononuclears, 41 per cent; baso- 
philic stippling, none. 

The patient was discharged on Feb. 13, 1931, with a diagnosis of trophic ulcers, 
the causative agent being unknown. He was sent to the outpatient department 
(skin clinic) for further treatment. From the time of his discharge from the 
hospital until April 10 the ulcers had been treated locally. Since April 10 he has 
received sodium thiosulphate, 0.5 Gm., every five days. With this treatment the 
ulcers have shown signs of slow improvement. 
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PARAFFINOMA. Presented by Dr. H. WALLHAUSER. 


A man, aged 35, born in the United States, had received an injury to the nose 
about thirteen years prior to presentation, which was followed by three operations 
for relief from difficult breathing. The last operation nine years before presenta- 
tion was followed by considerable deformity. He said that he had received several 
injection of paraffin for this deformity. 
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When he came under observation a few days prior to presentation, he had a 
tumefied, bluish-red area, which occupied most of the nose. The superficial vessels 
were greatly dilated. 

On palpation, the entire area was thick, and there was a lobulated border rather 
hard in consistency. There was no pitting on pressure. Roentgen examinations 
were negative regarding any bone erosions in this area. The Kahn and Wasser- 
mann reactions were negative. 

DISCUSSION 

Dr. GeorGe C. ANpREws: I believe that roentgen treatment ought to be 
tried, because there is such a large amount of fibrosis. 

Dr. Davin L. SATENSTEIN: It seems to me that as there is such a tremendous 
amount of connective tissue, a sufficient amount of roentgen radiation to effect 
this increase would result in serious damage to the overlying parts. I am against 
irradiation. 


ERYTHEMA MULTIFORME BuLLosumM (7). Presented by Dr. Howarp Fox. 


Mrs. R. G. W., aged 31, had been presented before the Society a year previously 
(Arcu. Dermat. & Sypu. 22:586 [Sept.] 1930). At that time a diagnosis of 
pemphigus had been made. Since the last presentation the eruption had continued. 
At the time of the second presentation, she exhibited a profuse generalized vesiculo- 
bullous eruption of the trunk and extremities. It was distinctly pruritic, judged not 
only by the patient’s statement but by the presence of numerous excoriations. The 
mucous membranes had continued to remain free from the beginning of the 
eruption, a period of six years. She had not lost any weight, and, in fact, weighed 
more than at the time of the onset of the disease. Previous treatment, which 
included roentgen rays, ultraviolet rays, sodium thiosulphate and sodium arsenate, 
had given her no relief. The best results had been obtained by the local use of 
sulphur. She was being treated by autohemotherapy and an antifat diet, as she 
was much overweight. In spite of the severity of the eruption, her general health 
appeared to be good. The patient had been under the presenter’s observation but 
a short time, and no additional laboratory tests had been made since her previous 
presentation. 


DISCUSSION 


Dr. Frep Wise: I should exclude pemphigus, chiefly on account of the good 
health of the patient. I suggest the diagnosis of erythema multiforme recurrens 
or Duhring’s disease. I should like to ascertain if the potassium iodide test has 
been made. 

Dr. Louis Mount: I favor the diagnosis of Duhring’s disease. The lesions 
are too large to be considered impetigo herpetiformis, and if the disease were that, 
there should have been pustular primary lesions. 

Dr. Georce M. MacKee: I had the opportunity of studying this patient for 
a long period about two years ago. I am forced to agree with most of the opinions 
presented tonight. I think that the condition might turn out to be an aberrant 
type of dermatitis herpetiformis. I have seen exacerbations in this patient in which 
there was distinct grouping of the lesions, but the grouping was not typical of der- 
matitis herpetiformis; bullae would develop at the edge of healed lesions, which was 
more characteristic of pemphigus. Also I have seen innumerable lesions in this 
case that spring from normal skin. In addition to dermatitis herpetiformis, recur- 
rent erythema multiforme bullosum must be considered. I am unwilling, in spite of 
the good general health, to rule out definitely the possibility of pemphigus. This 
patient is in good health now, but I have seen her when she was not in good 
health. I do not believe that the diagnosis as yet is definite. 


Dr. Howarp Fox: I think that impetigo herpetiformis can be ruled out for 
the reasons mentioned. It is not an essentially impetiginous eruption. The impor- 
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tant point is to decide whether or not the condition is pemphigus. There has been 
no loss of weight or involvement of the mucous membranes. Of greater diagnostic 
importance is the fact that this is a very itchy eruption, which is strong evidence 
against pemphigus. The vegetating lesions, furthermore, are not in the axillae or 
groins (which are favorite sites for pemphigus vegetans). They are situated 
mainly on the face. It seems to me that dermatitis herpetiformis with secondary 
infection causing vegetations is the most likely diagnosis. 


PusTuLAR Psorrasis (?). Presented by Dr. FRED WISE. 


J. C. T., a woman, aged 44, married, white, an American, first seen on Oct. 9, 
1930, at the Post-Graduate Clinic, presented a condition that had existed for five 
months, and had been refractory to treatment. 

At the first examination, there was a severe vesiculopustular and scaly erup- 
tion on the toes and heels and a severe, vesicular, patchy and scaly erythematous 
eruption on the distal phalanges of all the fingers. There was swelling and 
paronychia of several fingers of both hands. There was no adenitis; the general 
health was good. Repeated microscopic examinations for tinea gave negative 
results. The test with trichophytin gave negative results (patch and intradermal). 
Cultures from pustular lesions (deep-seated unopened pustules) showed neither 
aerobic nor anaerobic growth. 

The condition had been refractory to treatment, periods of scaling and a 
tendency to more or less healing alternating at irregular intervals with fresh crops 
of pustules. 

The treatment had consisted of all kinds of wet dressings, ointments and lotions. 
In some of these, chrysarobin was included. Physical therapy, including roentgen 
rays and ultraviolet rays, had not proved satisfactory. Internal medication of 
various kinds was also administered, including arsenic. Arsenic therapy seemed to 
have had the best effect, the lesions improving at least temporarily under its 
administration. The nails showed thimble-like stippling, such as that seen in 
psoriasis. When presented, the patient’s condition was greatly improved compared 
to that when first seen. The paronychia particularly had become almost healed. 
However, there was a new crop of typical pustules to be seen, especially on the 
great toes. 

No other areas of skin have ever been affected; in fact, no other signs of 
psoriasis have ever been observed. 


DISCUSSION 


Dr. H. WALLHAUSER: From the history of the lesions over a period of years, 
beginning in a small area and gradually spreading with a vesicular border, I would 
suggest the diagnosis of dermatophytosis. 

Dr. Howarp Fox: ‘The facts that the presenter has studied the case for a 
long time and has not found fungus, and that the trichophyton test gave negative 
results, speak against dermatophytosis. The nails are characterstic of psoriasis, 
but the hands and feet suggest a fungus infection. 

Dr. GeorGe M. MacKee: I do not think that this a case of acrodermatitis. 
It is necessary here carefully to rule out dermatophytosis, which 1 think has been 
done. This case corresponds fairly closely to the cases published by Barber on 
pustular psoriasis. Eruptions are found on the palms and soles that contain tiny 
pustules and that markedly resemble dermatophytosis and acrodermatitis pustulosa. 
This particular type of psoriasis is stubborn to all sorts of treatment. 


ENpDocRINE DeFect DUE To Sypuitis. Presented by Dr. I. Rosen. 


S. V., a boy, aged 8, born in the United States, first seen at the New York 
Post-Graduate Clinic on May 11, 1931, presented on the scalp long, silky hair 
that was very sparse. There was an absence of eyebrows and axillary and pubic 

















112) ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


hair. The texture of the skin was very fine. There were no teeth in the lower 
jaw and only six teeth in the upper jaw, which were very pointed and defective 
in formation. 

The nails of the fingers and toes were imperfectly formed. The patient was 
subnormal mentally. He had been born at full term. The other children in the 
family were in good health, according to the history obtained from the mother. 


DISCUSSION 


Dr. GeorGeE M. MacKee: I should call this a major ectodermal defect. 
There are several defective teeth and other congenital abnormalities of the cuta- 
neous appendages. I understand that there is no sweating, and that the suffering 
from heat in hot weather is intense. Whether or not in this instance the defect 
is due fundamentally to familial or to congenital syphilis probably cannot be 
determined absolutely, but of course, the latter is a possibility. 

Dr. M. B. PAarounaGtian: I agree with Dr. MacKee; I strongly suspect 
congenital syphilis in this case. 


UNILATERAL ACRODERMATITIS CHRONICA ATROPHICANS WITH SUBCUTANEOUS 

Nopuces. By Dr. Fred WISsE. 

D. P., a woman, aged 58, born in Austria, married, a housewife, seen at the 
New York Post-Graduate Hospital on June 12, 1931, presented an eruption on the 
right hand and forearm of six years’ duration. The eruption had started on 
the dorsum of the hand, and had gradually spread down to the tips of the fingers. 
The dorsal aspects of the fingers and hand presented a puffy appearance and felt 
boggy to the touch. The skin was violaceous, shiny and wrinkled, with exaggerated 
skin markings. Over the metacarpophalangeal joint of the little finger and also over 
the metacarpophalangeal joint of the middle finger there were small pea-sized 
nodules. The skin in the region of the elbow was thick, infiltrated and felt almost 
cartilaginous. About 1 inch (2 cm.) below the elbow there was a walnut-sized 
subcutaneous nodule attached to the underlying tissue, but the skin overlying it 
was freely movable. 

The Wassermann and Kahn reactions were negative. A biopsy of one of the 
subcutaneous nodules presented the usual changes, as described in this country 
by Ketron. 

DISCUSSION 

Dr. GeorGE M. MacKee: I agree with the diagnosis of acrodermatitis 
chronica atrophicans. The case is most unusual in that it is limited not only to 
one side, but to one hand and forearm. 


BoweEn’s PRECANCEROUS DERMATOSIS. Presented by Dr. I. ROSEN. 


H. O., aged 60, born in Ireland, married, was first seen in the New York Post- 
Graduate Hospital on April 29, 1931, for a condition of eight years’ duration. 

When first seen, the patient presented an erythematous eruption over most of 
the right cheek, which was covered with rather large scales. A patch about the 
size of a pea, below the large erythematous area, exhibited some atrophy. Another 
patch about the size of a quarter, above the same erythematous area, was pigmented, 
being a moderate brown. 

On the left cheek, above the malar eminence, near the temporal region, an 
erythematous lesion about the size of a penny was present, which also presented 
some scaling. 

Microscopic examination resulted in the diagnosis of Bowen's disease. 


DISCUSSION 


Dr. FRANK Fraser: I agree with the diagnosis. I had the opportunity of 
looking at the slide. The picture is characteristic of Bowen's disease. 
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Dr. GEorGE M. MacKEE: Of course, the diagnosis is settled, but to consider 
this case from a clinical standpoint, I think that it would be difficult, but possible, 
to make the differentiation between Bowen’s disease and the superficial type of basal 
cell epithelioma. In no part of the lesion is there the slightest evidence of a rolled 
edge such as one is apt to find on careful search in epitheliomatosis cutis. The 
edema, erosions and irregular surface are in favor of Bowen’s cancer. 


Dr. Louts Mount: I agree with Dr. MacKee. In epitheliomatosis cutis, it 
is almost always possible to find a rolled or beaded edge, and the infiltration is not 
as great as it is in Bowen’s disease. 


Lupus VULGARIS AND SypPHILis. Presented by Dr. I. ROSEN. 


M. N., a woman, aged 57, born in the United States, a widowed housewife, was 
first seen in the New York Post-Graduate Hospital on April 29, 1931, for a 
condition of nearly two years’ duration. 

On examination, the patient presented on the lateral and anterior aspects of 
the left wrist and most of the forearm a large lesion consisting of numerous con- 
fluent, indurated infiltrations (confluent nodules in the form of patches). These 
were bluish brown and slightly scaly. The edges of the lesion were serpiginous 
in outline, the border being slightly raised and rolled in places. 

On the inner aspects of the arm were several discrete, circinate lesions, with 
slight scar formation. ‘ 

The Wassermann reaction was 4+. 

Microscopic examination resulted in the diagnosis of lupus vulgaris. 


DISCUSSION 


Dr. Howarp Fox: From the clinical appearance alone, irrespective of the 
positive Wassermann reaction, I think that the eruption is syphilitic, and will 
clear up rapidly under treatment with arsphenamine. 


Dr. Louis Mount: I think that the diagnosis is syphilis. 
Dr. Frep Wise: I believe that the eruption is a serpiginous syphilid. 


Dr. Davip SATENSTEIN: My clinical diagnosis, in this case, was tuberculosis 
cutis. The color, the consistency and the history were against the diagnosis of 
syphilis. 

The tissue showed grouped and conglomerate tubercles, with a moderate amount 
of inflammatory reaction; there was nothing in the tissue characteristic of syphilis. 


Dr. ANDREW GILMouR: I think that the diagnosis is syphilis. 


Dr. GeocrRE C. ANDREws: Clinically, I think the condition is syphilis, and 
this diagnosis is confirmed by the short duration, the 4+ Wassermann reaction and 
the onset in such an elderly person. 


Dr. Georce M. MacKee: I think that almost every clinical point here is in 
favor of syphilis. I do not know that I would care even to trust animal inocula- 
tion absolutely, unless very carefully controlled, because animals sometimes have 
tuberculosis, and traumatism might cause activity. The history favors tuberculosis, 
but the age of the patient does not. Perhaps a conclusion will be reached as a 
result of the therapeutic test. If the eruption disappears promptly under vigorous 
antisyphilitic treatment, that will be significant, but it if disappears slowly, that 
fact will not by any means be conclusive. I think that the so-called therapeutic 
test is not nearly so reliable as we have been led to believe. The test should 
include the administration of potassium iodide. 


Dr. M. PaRouNAGIAN: I favor the diagnosis of syphilis in this case, and I 
think that therapy should prove it in a reasonable length of time. 
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Baztn’s DISEASE OR ERYTHEMA NoposuM? | Presented by Dr. FrED WIsE. 


B. C., a woman, aged 34, married, born in Egypt of Italian parentage, was 
seen at the New York Post-Graduate Clinic. She had two children, living and 
healthy. The duration of the disease was fifteen years; it began with red spots 
on the front of the lower legs, which gradually became indurated and very 
painful. Some of these spots had regressed and fresh ones had appeared at 
varying intervals during the fifteen years. Some of the lesions became ulcerated, 
slowly healed and then left scars with pigmentation. Others disappeared without 
ulceration or scarring. The lesions occurred on the front as well as on the 
calves of the lower part of the legs. 

The lesions for which she was presented developed in October and were still 
active. All lesions were painful and caused a burning sensation. 

The tuberculin reaction was positive, and the Wassermann reaction was 
negative. The condition always improved when the legs were exposed to the 
sun at the seashore; the condition became worse in cold weather. 


DISCUSSION 


Dr. GeorGE M. MacKeEe: The patient states that some lesions develop and 
disappear within a week or two. I would not care to accept the patient’s state- 
ments on that point. Everything about the case points either to Bazin’s disease 
or to periphlebitis nodularis necroticans. I do not think that it is erythema 
nodosum. 

Dr. Howarp Fox: I agree entirely with what Dr. MacKee said. The 
lesions never break down, and are not only painful but extremely tender. I 
would consider this to be Bazin’s disease without a doubt. 


LyMPHATIC LEUKEMIA AND TERTIARY SYPHILIS. Presented by Dr. M. 
PAROUNAGIAN. 


W. C., a man, aged 34, was referred to Bellevue Hospital on Sept. 24, 1930, 
at which time a 4+ Wassermann reaction was obtained. The patient gave a 
history of chancre in 1917, for which he had received some local treatment and 
four intravenous injections of neoarsphenamine and nothing else. He also gave 
a history of swollen lymphatic glands. 

On examination there was a marked swelling of the lymphatics in the axiliae 
and in the inguinal and femoral regions. The patient was anemic. Examination 
of the blood revealed: hemoglobin, 75; red blood cells, 1,150,000; white blood 
cells, 20,000; polymorphonuclears, 14; small lymphocytes, 82; large lympho- 
cytes, 2, and transitionals, 2. 

The patient had received eight injections of silver arsphenamine and fifteen 
of mercuric salicylate from Sept. 29, 1930, to Jan. 19, 1931. On February 20, the 
Wassermann reaction was still 4+, the glandular swelling had become more 
marked, and the patient was referred to the medical wards, where he was given 
roentgen and antisyphilis treatment. There had been substantial improvement. 


INFECTIOUS EczEMATOID DERMATITIS (?). Presented by Dr. Howarp Fox. 


A. H., a man, aged 35, a claims agent, had always had unusually good health 
and had never suffered from any cutaneous diseases until December, 1929, when 
he presented a red patch on the glans penis. This disappeared in a month or so. 
He remained well until December, 1930, when the eruption for which he was 
presented began on the legs, becoming generalized and severe a month later. He 
presented a fairly profuse, generalized and symmetrical eruption of the face, 
trunk and extremities. The greater part of the process consisted of reddish, 
round papules, some of which tended to coalesce and form elevated plaques. 
Those on the extensor aspect of the forearms were smooth and frequently moist. 
On the face, there was an elevated, vegetating eruption, involving the nose and 
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cheeks and showing a butterfly configuration. This area was covered with 
yellowish scales and was rough to the touch. Scattered over other parts of 
the body were papules and a few vesicles and bullae. The entire eruption was 
extremely itchy, as shown by the presence of many scratch marks. The mucous 
membranes of the mouth had always been free, as were also the palms and soles, 
the axillae and groins. Vegetating papules were present on the vermilion border 
of the lips. In spite of severe subjective symptoms, the patient appeared to be 
in good general health. He had spent most of his life in or about New York 
and had never traveled farther than Buffalo. 

The Wassermann reaction on two occasions had been negative, the patient 
incidentally, giving no history of syphilis. An examination of the blood showed 
7,000 leukocytes. A differential count showed: 35 per cent polymorphonuclear 
leukocytes, 47 per cent lymphocytes and 17 per cent eosinophils. On one occa- 
sion, 3 per cent, and on another 8 per cent of premyelocytes were present. The 
urine showed nothing abnormal. Chemical analysis of the blood, while the 
patient was in Bellevue Hospital, showed nothing abnormal. Monilia was 
obtained by culture from surface scrapings. Histologic examination showed 
large numbers of eosinophils and polymorphonuclear leukocytes, and suggested 
the possibility of mycosis fungoides. The spleen was not palpable, and there 
was no general adenopathy. 

Treatment, including the use of roentgen rays, ultraviolet rays, injections of 
gold and sodium thiosulphate and numerous salves, had thus far produced no 
results. The patient had received seventeen injections of spleen extract, without 
benefit. He had been under the care of Dr. Louis Tulipan, from whom many of 
the laboratory data were obtained. 


DISCUSSION 


Dr. GeorGE M. MacKee: The finding of a yeast I think should be 
followed up, because yeast organisms in susceptible persons have been known 
to cause widespread dermatitis of eczematoid type. This is a case of dermatitis 
vegetans, probably secondary to the generalized dermatitis, and it is possible that 
a monilia is the causative or a contributing factor. 





MINNESOTA DERMATOLOGICAL SOCIETY 
Special Meeting Held in Honor of Dr. R. L. Sutton, May 14, 1931 
C. A. Boreen, M.D., President, Presiding 


TUBERCULOSIS OF THE SKIN. Presented by Dr. H. E. Micuertson, Minneapolis. 


A man, aged 45, stated that he had received an injury thirty years previously 
over the right eyebrow; that, aside from the scar, he had had no difficulty until a 
year before presentation, when a nodule formed, which enlarged peripherally 
until at the time of presentation the lesion was oval, measuring about 1 by 2 cm. 
The lesion was very firm, with a rolled edge, of a yellowish-brown color and 
covered with an adherent crust. The biopsy showed a dense infiltrate of epithelioid 
cells, with an occasional giant cell, and there was marked necrosis in the center 
of a similar smaller area of infiltrate. The Wassermann reaction was negative; 
stains for tubercle bacilli were negative. The Pirquet reaction was indeterminate. 
The microscopic section was suggestive of tuberculosis. There was no axillary 
adenitis. On account of the chronicity, the microscopic picture and the clinical 
findings, the case was presented as an odd type of localized tuberculosis of the 
skin. 
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DISCUSSION 


Dr. Hamitton Montcomery, Rochester: I believe this is a case of inocula- 
tion tuberculosis. The histologic sections show definite tubercle formation with 
marked central caseation necrosis, such as is seen in the inoculation form of 
tuberculosis. The caseation necrosis is more marked than that usually seen in 
sarcoid. 

Dr. H. E. Micnetson: We had a patient from Minneapolis in whose case 
Dr. Ormsby made a diagnosis of tuberculosis without performing a biopsy who 
had a similar lesion. In the present case there is too much necrosis for sarcoid, 
but the lesion might be lupus vulgaris from the microscopic section. 

Dr. R. L. Sutton, Kansas City: I agree with Dr. Montgomery that the 
case is an unusual one of tuberculosis of the skin. The sharply demarcated 
masses of cells are suggestive of sarcoid, and the epithelial changes somewhat 
resemble those occasionally seen in epithelioma, but the giant cells are typical, 
and some of the other histologic features are characteristic of tuberculosis. 

Dr. H. E. Micuetson: Has any one suggestions as to therapy? 

Dr. R. L. Sutrron: I should think radium would prove beneficial in this 
instance, and, because of the location and configuration of the lesion, it could 
readily be applied. 


Acute DIssEMINATED Lupus ERYTHEMATOSUS. Presented by Dr. H. E. 
MICHELSON, Minneapolis. 


A housewife, aged 47, first came under observation in October, 1930, when 
she had an erythematous eruption on the face, chest and arms. At that time 
her temperature varied from 101 to 103 F., and she had marked prostration and 
nausea. Hospitalization, with minute doses of a gold compound (0.001 Gm.), 
brought about marked improvement. The patient has gained in health and 
strength, is afebrile, but has a residual erythema on the cheeks which is char- 
acteristic of lupus erythematosus. 


PERIADENITIS MucosA NECROTICA RECURRENS (Sutton). Presented by Dr. 
Joun Butter, Minneapolis. 


Miss T., aged 25, was born in Finland. Her family history was unimportant. 
The disorder began when she was 14 years of age with a single, pea-sized, pain- 
ful, red nodule, located on the dorsum of the tongue, which quickly necrosed, 
casting off a yellow, necrotic plug. Similar lesions had developed on the tongue, 
buccal surfaces and lips during the past ten years, the patient rarely being free 
from them. 

At the time of presentation she had a lesion on the left buccal membrane 
and a deep ulcer on the lower lip from which the necrotic plug had been cast 
off two days before. 


DISCUSSION 


Dr. R. L. Sutton: This condition was originally described by Loblowitz 
and myself, independently, and at almost the same time. The name that I sug- 
gested met with general approval, probably because of its poetical resonance. I 
believe this to be a typical example of the disorder. The patient is of just about 
the same age as my first patient, and the histories of the two cases are almost 
identical. The histologic structure of the lesions in these cases is not that of a 
tuberculid. These lesions start out as deep-seated papules, which finally tend 
to become semigangrenous and finally slough out. Some of them are the size 
and shape of a small shoe button or a pea, and the crateriform cavities that they 
leave heal very slowly. The lesions are extremely painful, and just about the 
time one heals, another develops. 

Dr. Paut O'Leary, Rochester: I was anxious to hear Dr. Sutton’s opinion 
regarding this case, because I confess that I have been unable to recognize this 
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disease as an entity. The differential diagnosis in periadenitis mucosa necrotica 
recurrens, aphthous stomatitis and ulcerating vulvitis and stomatitis is most dif- 
ficult; in fact, I now believe that they are the same disease. My experience is 
in accord with Dr. Sutton’s in that histopathologic study has shown no evidence 
of a tuberculoid structure. It is my impression that the disease is a systemic 
one, with the local manifestations the result of vascular occlusion. 


PsoOROSPERMOSIS FOLLICULARIS VEGETANS. Presented by Dr. H. E. MICHELSON, 
Minneapolis. 


A boy, aged 16, stated that for the two years prior to presentation he had 
had an eruption involving the scalp, forehead, chest and pubic region. The lesions 
were crusted, confluent plaques, but here and there were isolated follicular papules. 

Note.—The biopsy showed the typical dyskeratotic changes of Darier’s dis- 
ease. 

DISCUSSION 


Dr. Micuerson: We must all realize that Darier’s disease often remains 
undiagnosed for a long time. I realize that the weak point in my presentation 
is the lack of a biopsy, but it was impossible to perform one in this particular 
instance. I think that the location, type of eruption, the chronicity and the lack 
of response to sulphur and ammoniated mercury are all points in favor of my 
diagnosis. 


MELANOsIS LENTICULARIS OF HuTcHINSON. Presented by Dr. H. E. MicHetson, 
Minneapolis. 


A man, aged 24, stated that he had had a flat, pigmented nevus on his back 
since birth, and that at the age of 17, many minute, brown or black, flat moles 
had developed on the face, arms and legs, with a few scattered over the trunk. 
There was no adenitis, and the patient’s general health was excellent. 

Biopsy showed marked pigmentation of the basal cells, with a few pigment- 
bearing cells in the cutis but no accumulation of nevus cells. 


DISCUSSION 


Dr. R. L. Surron: This case to me is a very interesting one. I have seen 
only one other, which was presented by Sir Jonathan Hutchinson himself, at a 
meeting of the London Dermatological Society in 1905. Some one here suggested 
that sunlight may have some bearing on the development of these lesions. In my 
opinion, it has not. While the pigmented lesions may bear some relationship 
to the so-called “Anlages” of Unna, in my opinion they are typical nevi. 

Dr. H. E. Micuetson: Is there any danger of malignancy? 

Dr. R. L. Sutton: I do not think so, and I do not think Hutchinson him- 
self considered the lesions malignant. 


MALIGNANT MELANOMA. Presented by Dr. A. G. WertrHALL, Minneapolis. 


A man, aged 45, six months previous to presentation had a pigmented mole 
removed from the top of his head. He presented nodular growths at the original 
site and satellite growths extending toward the left postauricular region. The 
glands in this region were enlarged and through the skin were noted to be dark. 
(Dr. Michelson reported the section from the original growth to be malignant 
melanoma. ) 


DISCUSSION 
Dr. R. L. Sutton: I fear that this patient is going to have considerable 


trouble. I should like to know if there was any abnormal pigmentation of the 
retina. 
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ULcERATING NopuLar SypuHiiip. Presented for Dr. S. E. Sweitzer by Dr. L. H. 
WInNerR, Minneapolis. 


A. L., a white woman, aged 62, stated that she had never noticed a genital 
lesion or secondary eruption. She had undergone eight normal pregnancies and 
one miscarriage. Eighteen years previous to presentation an ulcer had developed 
over her right ankle. This had never disappeared and had extended so that when 
first seen at the clinic it extended from the knee to the ankle and almost sur- 
rounded the leg. Under neoarsphenamine therapy and supportive measures it had 
improved markedly. At the time of presentation, it extended 9 inches (22.86 cm.) 
along the leg, was irregular in outline and stretched irregularly around the entire 
circumference of the leg. The Wassermann reaction was positive; the Kahn 
reaction, ++++. 


Nevus TELANGIECTATICUS.: Presented for Dr. S. E. Sweitzer by Dr. F. W. 
Lyncu, Minneapolis. 


B. C., a white man, aged 26, in 1923, first noticed, on his left forearm some 
red nevoid lesions of a reticular type extending from the elbow to the wrist. 
There had been no progression recently. 


ULCERATING NODULAR SYPHILIDS OF A LEG AND THE ARMs. Presented for 
Dr. S. E. Sweitzer by Dr. L. H. WINER, Minneapolis. 


I. F., a white woman, aged 31, stated that two years previous to presentation 
she had a small lesion over the knee, which did not respond to incision and local 
therapy. This had extended down the leg, leaving scarred areas. Similar lesions 
had been present over the left forearm for six months. Similar but less extensive 
lesions had been present on the right forearm. On examination in March, 1931, 
there was a large, ulcerating, secondarily infected lesion over the anterior sur- 
face of the lower part of the leg. Proximally, was a large area of scar with 
serpiginous outline. The lesion healed rapidly under therapy with a suspension of 
bismu.h salicylate oil. The Wassermann reaction was positive; the Kahn reac- 
tion, ++-++. The spinal fluid was normal. Biopsy was performed. 


DISCUSSION 


Dr. Hamitton MontGoMery: There were three biopsies shown in this case. 
The histologic picture in the first section was that of marked irregular acanthosis 
of epidermis simulating a squamous cell epithelioma but lacking in mitotic 
figures and presenting typical syphilitic changes involving the blood vessels in the 
cutis beneath the epidermis. This type of picture may be readily confused with 
the true squamous cell epithelioma. I have seen similar cases. Marked epithe- 
lial proliferation simulating epithelioma may also be seen in bromoderma, in 
which, in several instances, the general pathologist has made a diagnosis of a 
malignant condition. Numerous mitotic figures may even be present. The 
subsequent two biopsies in Dr. Sweitzer’s case showed typical changes in a 
syphilitic process. 


Dr. R. L. Sutron: Unna, in 1892, described a histologic lesion of this type 
that occurred near the margin of a varicose ulcer. Several years ago, while I 
was collecting pictures and photomicrographs of various types of skin lesions 
for lantern slides, I found a photomicrograph of a typical lesion of this type and 
added it to the collection. When shown, it invariably arouses considerable dis- 
cussion regarding its true nature. To one who is acquainted with the clinical 
facts, however, particularly if the cellular changes or rather lack of cellular 
changes are noted, there is little difficulty in recognizing its nonmalignant char- 
acter. 
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HypertrorpHic SCARS AT THE SITES OF HEALED ULCERATED NODULES OF SYPHILIS. 
Presented for Dr. S. E. Swerrzer by Dr. F. W. Lyncu, Minneapolis. 


T. D., a boy, aged 19, a Filipino, stated that he had probably become infected 
with syphilis in 1929. When first seen in December, 1930, he presented multiple, 
ulcerating, nodular lesions with rupial crusts, located on both arms and legs. 
These lesions were said to have been present for six months previous to presenta- 
tion. They healed rapidly under treatment with neoarsphenamine and bismuth. 
Since Feb. 1, 1931, the patient had had no treatment. He presented hypertrophic 
scars at the sites of the former lesions. The Wassermann reaction of the blood 
was positive; the Kahn reaction, ++-++; examination of the spinal fluid 
revealed: no cells, a normal protein content, and a negative Wassermann reaction. 


DISCUSSION 


Dr. R. L. Sutrron: Probably not in a long, extremely strenuous lifetime in 
the practice of dermatology will one see many such cases of a keloid following 
syphilis. It is possible that the absence of hypertrophic collagenous changes in 
cases of this type is due to the localization of the destructive lesion. So far as 
I can recall, I have never before seen a similar instance. 


Dr. HAmiILtton Montcomery: Histologically, there is still evidence of an 
active syphilitic process about the blood vessels in the scar tissue. 


Dr. Paut O'Leary: This case is unique to me, as heretofore I have not seen 
keloids developing in syphilitic scars. 


CARCINOMA OF THE PeNtIs. Presented for Dr. S. E. Swerirzer by Dr. L. H. 
WINER, Minneapolis. 


J. I., a white man, aged 62, stated that he first noticed a whitish lesion on his 
penis about April 1, 1931. At that time he complained of nocturia, dysuria and 
constant pain. The condition had progressed, and on examination there was an 
ulcerating mass involving about one half of the prepuce and extending onto the 
glans. There was considerable secondary infection. Inguinal adenopathy was 
considered normal. 


STROPHULUS. Presented for Dr. H. E. Micnetson, Minneapolis, by Dr. J. F. 
MaAppen, St. Paul. 


G. S., a boy, aged 2, was first seen in the dermatology department of the 
University of Minnesota, on May 1, 1930, when he had an eruption confined to the 
extensor surfaces of the arms and legs. There was a history of recurrences with 
intense pruritus. The eruption consisted of pinhead-sized papules, noninflammatory, 
with excoriations and crusts. There was a mild degree of inguinal adenitis. 


Psoriasis (GENERALIZED) W!TH ARTHRITIS. Presented for Dr. S. E. SweEIrzeErR 
by Dr. L. H. WINER, Minneapolis. 


H. D., a white man, aged 39, stated that he had had skin lesions, diagnosed 
as psoriasis when he was 18. These lesions responded to therapy and disappeared 
in a few years. During the three years prior to presentation the disease had 
recurred and become generalized. It had progressed under the usual therapy. 
On examination nearly the entire body was covered with scaling lesions on an 
erythematous base. The patient was suffering with arthritis, which particularly 
affected the wrist and ankles. The scalp and nails showed characteristic changes. 
Recently, therapy with a crude coal tar ointment and ultraviolet radiation had 
been instituted. 
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DISCUSSION 

Dr. Paut O'Leary: Psoriasis associated with arthritis is becoming increas- 
ingly more common in my service, and the observation of a fairly large group 
of cases has convinced us of a definite relationship in the majority of the cases. 
We occasionally encounter a patient in whom the arthritis is of several years’ 
longer duration than the psoriasis, and in this type the relationship is often ques- 
tionable. The treatment for the psoriasis, according to the plan suggested by 
Dr. Goeckerman, invariably controls both diseases with equal rapidity. Recur- 
rences, however, are not readily prevented, and, as a rule, the return of the 
psoriasis precedes the arthritis by several weeks. All types of arthritis have been 
encountered, but the periarticular variety predominates. 


Dr. S. E. Sweitzer, Minneapolis: This patient came to our clinic. He had 
what looked like an exfoliative dermatitis with arthritis. Only very small areas 
of the skin were not involved, and after a careful examination we made a diag- 
nosis of psoriasis and arthritis, and gave him the crude coal tar and ultraviolet 
treatment. He improved on this. He was shown this evening largely for the 
reason that we have had only a few of these arthritic psoriatic patients. I recall 
seeing several at our last meeting in Rochester, and I think at that time I rather 
scoffed at Dr. O’Leary’s view, but he stood by his guns, and now I rather feel 
that Dr. O’Leary was right, and that these patients do improve with the improve- 
ment of the psoriasis. I have an idea that this patient will improve with any 
treatment for the psoriasis. His joints were definitely involved, his wrists were 
swollen and painful, and his ankles also. While he had made a very nice improve- 
ment, he is still a long way from being well. 


Dr. C. A. BorEEN: Some months ago, the patient had typical circumscribed 
lesions of psoriasis. He did not then have arthritis nor an exfoliative dermatitis, 
which he now presents. 

Dr. Hamitton Montcomery: I wish to point out in connection with this 
case that histopathologic studies in exfoliative dermatitis are often of definite 
value in regard to the cases that are due to psoriasis. The present case histologi- 
cally showed all the microscopic features of a psoriasis. Often there may be no 
antecedent history of psoriasis, or the patient may be seen for the first time 
when exfoliation has occurred, yet the microscopic picture may present a definite 
picture of psoriasis and permit proper treatment to be instituted. 


Scar DEPIGMENTATION IN A NEGRO FOLLOWING SUPERFICIAL ULCERATING LESIONS 
or Sypuitis. Presented for Dr. S. E. Swerrzer by Dr. F. W. Lynca, 
Minneapolis. 


G. M., a colored woman, aged 38, was first seen in March, 1931. She stated 
that since April, 1930, she had had small grouped lesions over the chest and back. 
These had spread peripherally and had healed centrally, leaving areas of depig- 
mentation on her otherwise black skin. At that time she presented hyperkeratotic 
palms with fissures. There were active lesions in the intermammary fissure and 
over the vertebral column. Areas of total and partial depigmentation extended 
over the neck, chest and back. A specimen of fissure was taken for biopsy. The 
Wassermann reaction was positive; the Kahn reaction, ++-+-+. The spinal fluid 
was normal. 


A CAse ror DraGnosts (PARAPSORIASIS ?). Presented for Dr. H. E. Micuetson, 
Minneapolis, by Dr. J. F. Mappen, St. Paul. 


A woman, aged 57, was presented because of a chronic, persistent, scaling plaque 
in the right tibial region, with several similar plaques scattered over the right 
leg. The lesion was dry, had an adherent scale, and the entire area appeared 
atrophic. There was no pinpoint bleeding. Biopsy showed an atrophic epidermis, 
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a marked cellular infiltrate in the lower portion of the cutis, with a marked 
diminution of elastic fibers in the papillary portion of the cutis. Histologic diag- 
nosis was indeterminate. 

DISCUSSION 


Dr. R. L. Sutton: I do net believe that this is a case of acrodermatitis 
chronica atrophicans of Herxheimer and Hartmann, but an example of atrophic 
scleroderma in the early stages. Histologically to me at least, the changes are 
suggestive of those of an early scleroderma. 

Dr. Paut O'Leary: It is difficult for me to associate scleroderma and acro- 
dermatitis chronic atrophicans. The former is a sclerosing process, while the 
latter is an atrophic one, and I do not believe they are related. This patient 
presented no evidence of scleroderma, and I failed to see the atrophy. I agree 
with Dr. Michelson’s diagnosis of parapsoriasis. 

Dr. H. E. Micuerson: I think that this is a very difficult case to diagnose 
on first inspection. I agree with Dr. O’Leary that scleroderma is a sclerosing 
process. We must remember that acrodermatitis chronica atrophicans begins with 
an inflammation and finally reaches an atrophic stage. 

Dr. R. L. Surron: I have encountered one somewhat similar instance in a 
man of 42, which began exactly as this one did. In my patient, ultimately there 
were lesions of this type intermingled with others that were typically sclero- 
dermatous. 


NopuLaR ULCERATING Sypuitip. Presented for Dr. H. E. Micnerson, Minne- 
apolis, by Dr. J. F. Mappen, St. Paul. 


A woman, aged 38, had been under treatment for eighteen months prior to 
presentation for syphilis. During a rest period a nodular lesion had developed 
on her left forearm which had resisted bismuth therapy, but was now responding 
to neoarsphenamine. The Wassermann reaction was positive. 


EPITHELIOMA OF THE LEFT Upper Eye ip. Presented for Dr. H. E. Micue son, 
Minneapolis, by Dr. J. F. Mappen, St. Paul. 


A woman, aged 64, had an ulcerating lesion involving the internal canthus 
and upper eyelid. The biopsy showed a squamous cell epithelioma. Therapy 
was to be radical electrical excision with subsequent plastic work. 


DISCUSSION 


Dr. H. E. Micuerson: We presented this patient because our staff believes 
that it is a mistake to temporize with cancers of the eyelids that are extensive. 
They believe that it is best to sacrifice the eye at the beginning and then employ 
plastic surgery. After having seen conservative treatment result in inoperable 
recurrences, I feel that their procedure is the correct one. 

Dr. R. L. Sutton: I think that it is always well worth while to save an 
eye if it is possible to do so. In these cases we protect the eyeball with a heavy, 
sterile lead screen, and give the underlying tumor mass as heavy an exposure as 
we dare. I have found a 100 mg. capsule far superior to needles or seeds in 
these cases. 


Livepo RAcemMosa. Presented for Dr. H. E. Micuerson by Dr. EL_mMer Rusten, 
Minneapolis. 


A woman, aged 39, stated that several years previous to presentation she had 
severely frozen both arms, and that since that time on the slightest chilling her 
arms and hands were covered with a cyanotic erythema. Constriction of the 
arms intensified this eruption. Clinical examinations for tuberculosis and syphilis 
gave negative results. 
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URTICARIA PIGMENTOSA. Presented for Dr. S. E. Sweitzer by Dr. L. H. WINER, 
Minneapolis. 


H. P., a white woman, aged 25, stated that she had had no lesions on her 
skin prior to her first pregnancy six years before presentation. At that time and 
during subsequent pregnancies, beginning at about the second month, a papular, 
itching eruption had developed on the arms and legs. There had never been 
any scarring or pigmentation until the last pregnancy, which was her fifth. 
Examination showed brownish pigmented lesions over both arms and legs. The 
patient complained of pruritus. A specimen of fissure was taken for biopsy. 
The diagnosis was urticaria pigmentosa. 


Lupus Vutcaris. Presented for Dr. H. E. MicuHerson by Dr. ELMER RustTEN, 
Minneapolis. 


D. P., a girl, aged 15, born in Minnesota, was admitted to the University 
Hospital on Oct. 31, 1930, with a history of eruption beginning two years previously 
on her lips and nose. Since that time lesions had involved the cheeks, wrists, 
arms, back and the mucous membranes of the mouth. The eruption consisted of 
indurated areas, composed of apple jelly-colored, translucent papules, with some 
crusting. No subjective symtoms were present. The Mantoux reaction was 
positive. The biopsy was typical of lupus vulgaris. Roentgenograms of the 
lungs were negative for tuberculosis. The treatment was the Gerson diet and 
cauterization; marked improvement resulted. 


ALopeciA AREATA IN Twins. Presented by Dr. D. D. TurNaAc irr, Minneapolis. 


Identical twins, aged 14, had had alopecia areata for five years. One of them 
had had total loss of hair on the scalp and eyebrows four years before presenta- 
tion, with gradual return of hair in about one third of the areas two years before, 
but presented an almost total alopecia. The other twin had had smaller areas of 
alopecia, up to 4 inches (10.16 cm.) across, which had filled in completely, but 
with recent recurrence. 

Their basal metabolic rates three years before presentation were —15 and —12. 
Thyroid extract was given for three months, raising the basal metabolism to 
3, with no apparent improvement in the alopecia. 


DISCUSSION 


Dr. L. A. BrunstinG, Rochester: The occurrence of alopecia totalis in 
identical twins such as these offers interesting material for speculation. I have 
seen one previous instance of this condition in identical twins; they were men of 
about 30 years of age, and the condition had existed for about twelve years. As 
therapeutic measures are usually ineffective, these patients are soon discouraged 
and are not long under medical observation. It is important that complete data 
be obtained in every case so that the factors that are common to them may be 
correlated. In certain instances there is a definite endocrine relationship. I 
have seen a woman with alopecia totalis who stated that during each of three 
pregnancies there was an entire regrowth of hair, which, however, lasted in 
each instance only for the duration of the pregnancy. Our knowledge of hair 
growth and its control is rudimentary. The study of alopecia in thallium acetate 
poisoning reveals the fact that the sympathetic nervous system is likewise seri- 
ously affected, all of which must be borne in mind in the consideration of the 
picture of alopecia totalis. 

Dr. H. E. Micuetson: Undoubtedly endocrine disturbances can account for 
many peculiar syndromes. We have a patient in the University Hospital who has 
an advanced sarcoma of the femur, acanthosis nigricans and a hypertrichosis that 
is almost as heavy as a man’s beard. 














SOCIETY TRANSACTIONS 1123 


Lupus EryTHEMATOSUS AcUTUS DISSEMINATUS. Presented for Dr. H. E. 
MICHELSON, Minneapolis, by Dr. J. F. MAppeEn, St. Paul. 


A man, aged 50, had been observed over a period of two months because of a 
deep-colored erythema over the face, hands and arms. There was marked edema 
in some of the areas in which the inflammation had subsided. The typical signs 
of lupus erythematosus were present. The temperature had been of the septic 
type and had risen as high as 102 F. There was a low degree of leukocytosis. The 
roentgenograms of the chest revealed a localized abscess which was causing 
pressure on the esophagus. The Pirquet reaction was negative. Therapy had 
consisted of 0.001 Gm. of gold compound injected intravenously, with some 
improvement in the cutaneous signs. 


CHRONIC ERYTHRODERMA. Presented for Dr. H. E. Micuetson by Dr. ELMER 

RusteNn, Minneapolis. 

A man, aged 51, a laborer, was admitted to the University Hospital in June, 
1930. He had a severe pruritis and erythema, which in a period of six months 
had spread over his entire body. Under treatment the dermatitis subsided, only 
to recur in April 1931. The patient, in the present attack, had had a general 
dermatitis involving the entire body. There were many fissures and a thick 
serous secretion. The temperature ranged from 98.6 to 104F. The febrile attack 
lasted from eight to ten days, then subsided. After a high fever the cutaneous 
condition improved, the weeping dermatitis being transformed into a diffuse, scaling 
erythroderma. At this time the scales were lamellar and followed the lines of 
cleavage. There was a general adenitis, especially noted in the inguinal region. 
Excision of a gland showed nonspecific lymphadenitis. Blood smears were made 
regularly each week for a period of six months. No leukemia was discovered. 
The Wassermann reaction was positive in both the blood and the spinal fluid, 
but because of the condition no arsenic had been given; ‘only bismuth had been 
adminstered, without affecting the skin lesions. Repeated biopsies of the skin 
showed a microscopic picture that was consistent with the diagnosis of non- 
specific erythroderma. There were no evidences of leukemia cutis, Hodgkin’s 
disease or mycosis fungoides. At times, the sections had some of the character- 
istics of psoriasis, but there was always a degree of spongiosis, and the section 
was not conclusive. 

The nails were thickened with some subungual keratoma. There were trans- 
verse lines which could be attributed to the time of the acute exacerbations. 
Therapy had consisted of sodium thiosulphate given intravenously and colloidal 
baths; sulphur ointment and crude coal tar ointment had been used with no 
particular results. Roentgen therapy to the gland-bearing areas had been applied 
also. 

DISCUSSION 


Dr. R. L. Sutton: Histologically, to me this looks like an old case of 
psoriasis, with a secondary dermatitis exfoliativa. I wish that I might have 
seen it at an earlier date. I should like the opinion of some of those present as 
to the earlier clinical manifestations. 

Dr. Paut O'Leary: I agree with Dr. Sutton’s diagnosis of generalized 
psoriasis, and although the histopathologic section presented does not warrant 
such a diagnosis, I believe another biopsy is justified, and a trial of antipsoriatic 
therapy indicated. 

Dr. H. E. Micuerson: The erythroderma group offers much opportunity 
for speculation. I believe that there are cases of erythroderma that cannot be 
accounted for on any known basis, i.e., there are no evidences of lymphoblastoma, 
psoriasis, etc. We have seen a large number of these unfortunate persons, and 
we believe that the prognosis is bad; the terminations are often in the form of a 
septic process. 
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POROKERATOSIS? Presented by Dr. B. B. BERKOwITz. 


S. B., aged 19 years, born in the United States, a pressman, complained of an 
eruption of one year’s duration. A reddish, violaceous color extended from the 
tips of the fingers to, and included, the wrists. Over the metacarpal and phalangeal 
joints were ovoid, well defined, glistening patches with exaggeration of the 
cutaneous lines and with some dry, hard, adherent scales. The borders were 
slightly infiltrated. 

The palmar surfaces of the fingers and the skin over the elbows showed similar 
lesions, though irregular in shape and extending onto the lateral surfaces. They 
were redder than the dorsal lesions. The terminal phalanges were similar in color 
to the rest of the palmar surface, but also showed some horizontal depressions and 
scales. There were some pinhead-sized scars on the palms and the thenar 
eminences. 

The appearance of the eruption did not bear out the usual description of 
porokeratosis, and the diagnosis was really based on the biopsy observations at 
the Skin and Cancer Hospital: 

The section showed a persistence of the elastic tissue. Hematoxylin stain 
showed an epidermis that was acanthotic, with several horny plugs at the follicle 
openings. There was a peculiar lamellation of the horny layer which was very 
much thickened. Blood vessels were dilated and surrounded by moderate cellular 
exudate. The diagnosis was porokeratosis. A roentgenologic examination showed 
the bones to be normal. 

DISCUSSION 


Dr. L. CHarcin: I hesitate to make a positive diagnosis in this case, but it is 
difficult for me to see how the disease porokeratosis can be considered. Poro- 
keratosis, as far as I recall, is a disease in which there is involvement of the sweat 
glands with hyperkeratosis and raised lesions having a more or less serpiginous 
outline showing a cleft in the center. I would be inclined to think of lupus ery- 
thematosus of the acute type. The location, character of the eruption and course 
favor this diagnosis. I am, however, unable to explain the atrophy over the 
joints and over the elbows, which is of the type usually seen either in epidermolysis 
bullosa or acrodermatitis atrophicans. This case requires further study. 


Dr. E. W. Asramowitz: The patient presents an erythematous, sharply 
marginated eruption on the upper eyelids. He has livid erythematous patches with 
atrophy on the elbow and on the finger joints, also lesions in the mouth. This 
signifies to me that we are dealing with an acute disseminated type of lupus ery- 
thematosus. The prognosis is not very favorable, as the patient appears ill. The 
follicular plugs on the palms are, of course, foreign to this disease. I am unable 
to explain their presence, but I do not believe that the disease is porokeratosis 
mibelli, even though the histologic report favors that diagnosis. 

Dr. M. A. Lyons: I am inclined to believe that this is a case of lupus ery- 
thematosus of the disseminated type. This patient also presents atrophy of the 
thenar eminences and swollen joints. 

Dr. A. WALZER: This case shows one of the fallacies of depending on his- 
tologic examination. It is probable that were this section shown to other derma- 
tologists, a different diagnosis would be made. I think that every microscopic 
section should be seen by more than one man and the diagnosis corroborated. This 
case, clinically, is one of lupus erythematosus. 
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LICHEN PLANus. Presented by Dr. A. WALZER. 


G. S., a woman, had complained of a dull pain on the right side of the mouth 
for about one year. She had received no local treatment. At presentation she 
showed on the inner surface of the right cheek a patch extending from the upper 
to the lower gums, which was not in contact with the false upper plate, and was 
composed of white points arranged in a network and white lines running in all 
directions. Here and there were separate tiny white points. No eruption was 
noted on the body. The Wassermann reaction was negative. 


DISCUSSION 


Dr. L. Cuarcin: I agree with the diagnosis. According to the statistics, 
from 10 to 20 per cent of lichen planus cases are limited to the mucous membranes. 

Dr. E. W. AsprRamMowi1tTz: Irrespective of whether the patient has lesions on 
the body or not, I think that these pearly white mosaic patches on the buccal 
mucosa are characteristic of lichen planus. 


Lupus VULGARIS AND EpITHELIOMA. Presented by Dr. W. H. Best. 


D. S., aged 48, was presented two and a half years previously with lupus 
vulgaris of thirty years’ duration. It had spread over the entire left side of the 
face and nose, and over the cheek there was a tumor 1% by 3 inches (3.8 by 
7.6 cm.), which was shown to’be epithelioma by microscopic examination. 

The tumor was excised with surgical diathermy and the base electrodessicated. 
In spite of the poor quality of the skin, due to so much scar tissue, an area about 
2 inches in diameter healed over without any difficulty. There had been no 


recurrence, and the scar at the site of removal could scarcely be differentiated 
from the surrounding scar tissue. 


DISCUSSION 


Dr. E. W. Apramowitz: The presenter obtained a very good result. 
Dr. M. A. Lyons: I think one seldom sees such a good result in a bad case. 


LICHEN SCLEROSIS? Presented by Dr. E. W. ABramowirz. 


Mrs. F. V., aged 50, white, born in Russia, whose past history was unimportant, 
and her health good, had an eruption that started about three months previous to 
presentation. She presented about a dozen glistening white, from pea to bean-sized, 
sharply limited, atrophic lesions, which occupied the supraspinous areas of the 
scapular regions. Most of the individual spots showed three or four dark brown 
comedo-like plugs in the center and a definite bluish-red halo for their border. 
A few scattered lesions were present over the abdomen. The lower left quadrant 
of the left breast showed the largest patch of all, about the size of a five cent 
piece, which presented glistening white atrophic skin with a bluish-red border. 
There were no follicular plugs or signs of lichen planus, but at the borders of some 
of the lesions a few shiny papules could be discerned. There were no lesions in 
the mouth. 

DISCUSSION 


Dr. A. WALZER: The primary lesion is a follicular red papule, and the patches 
are composed of a conglomeration of these tiny lesions. They gradually change 
color, becoming white. The disease is therefore not morphea or lichen planus. I 
think it should be classed under Csillag’s disease. I do not think the biopsy will 
help, unless it shows a definite picture of lichen planus. 

Dr. E. W. Aspramowitz: In Csillag’s disease there is no resemblance to lichen 
planus in the primary lesion, in the fully developed lesion or later. 
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SCLERODERMA. Presented by Dr. A. WALZER. 


B. A., a girl, aged 12 years, following an attack of the grip in 1930, noticed 
an eruption on the right thigh, which spread over the entire body within three 
months. There was a generalized erythematomacular eruption more or less 
symmetrically arranged. Over the pubic regions were indurated, smooth areas, 
ivory white, irregular in shape and size and somewhat elevated, with a pinkish- 
white border. Here and there over the chest were similar areas. The mucous 
membranes, palms and soles were normal. 


SCLERODERMA. Presented by Dr. A. WALZER. 


F. L., a boy, aged 2 years, whose family history was negative, had had an 
attack of tonsillitis six months before presentation. Three months after this illness, 
he had an abscess on the lower part of the buttocks, which was incised. Within a 
month, a urethral hemorrhage developed and he was sent to the hospital, where 
generalized edema occurred. Shortly after his discharge from the hospital his 
mother noticed a peculiar hardness of the boy’s skin. Except for the palms and 
soles, the extremities, the trunk and the face were involved. The entire skin felt 
hard, indurated and boardlike. It did not pit on pressure. The face was 
expressionless, and mastication was difficult. The tissues on the cheeks were 
rigid and tight, and the eyelids were somewhat infiltrated. The mucous mem- 
branes were normal. No glands were palpable. 


DISCUSSION 

Dr. E. W. Aspramowitz: I saw the boy at the New York Post-Graduate 
Hospital about a month before presentation. He was so ill that I did not care to 
make anything but a cursory examination. The skin of the face was very hard, 
and extensive patches of scleroderma were present on the abdomen. His general 
condition is markedly improved now, and the leathery patches have softened con- 
siderably. I see no harm in continuing the mercury rubs as long as the patient 
tolerates the treatment and improvement continues. Unless more definite evidences 
are presented, I would hesitate to accept syphilis as an etiologic cause. 

Dr. M. A. Lyons: The hands and fingers were free from lesions and soft, 
an unusual feature. 

Dr. L. Cuarcin: This child is apparently suffering from scleroderma. The 
condition developed after an acute illness, which is not unusual. I see no reason 
for the use of mercurial ointment. For massage we have other applications that 
serve the purpose. In this case especially, I would not use mercurial ointment 
because of the history of nephritis. 

Dr. A. WauvzeER: As to the treatment for scleroderma, almost everything has 
been recommended and cures claimed. Cases of scleroderma have been reported 
that apparently have responded to syphilitic treatment. 


A Case FoR DtaGNnosis (EczeEMA AND LyMPHANGITIS?). Presented by Dr. 
W. H. Best. 


A. S., a man, aged 37, presented an eruption that started about fifteen years 
previously with itching and scaling inside the auricle and canal of the left ear. 
About a year later the patient noticed swelling and increased size of the auricle. 

At presentation, there was marked infiltration and hypertrophy of the skin of 
the left auricle and canal. 

DISCUSSION 


Dr. L. Cuarcin: I looked on this process as a type of solid edema. It 
was eczema at the onset, and from continued scratching, a lymphangitis with 
subsequent lymphatic stasis resulted. I see no objection to roentgen treatment in 
moderate doses, and if the patient will desist from scratching, improvement is 
to be expected. 
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Dr. E. W. Asramowi!tz: The history suggests an eczematous eruption with 
lymph stasis. The appearance of the lesion tonight is more like a lymphangiectatic 
nevus. I suggest a biopsy if the lesion continues to progress. 
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A CAsE FOR DtaGNosts (Mycosis FuNnGorpeEs?). Presented by Dr. Howarp 
Fox. 

Mrs. M. K., aged 70, American, first noticed an eruption three months prior 
to presentation. The maximum extent was observed two months later. For 
several weeks preceding the onset of the eruption the patient had suffered from 
generalized pruritus. As exhibited, she presented an extensive bilateral eruption 
on the trunk and extremities, consisting of fairly well defined patches of con- 
fluent, dry, itchy papules. The patches varied from the size of a small coin to 
large, diffuse areas. She complained of severe itching, although few scratch 
marks were present. On the legs were numerous vesicles and bullae, some flaccid, 
others tense. The patient had been treated by injections and internal medication 
of unknown nature. There were no lesions in the mucous membranes and no 
adenopathy. She had lost 10 pounds (4.5 Kg.) in weight within five months, 
which she ascribed to insomnia caused by the itching. The hemoglobin was 80 
per cent and the white blood cells numbered 8,700. A differential blood count 
showed: 67 polymorphonuclear leukocytes, 19 small lymphocytes, 4 large lympho- 
cytes and transitionals and 10 eosinophils. The patient was of fair complexion, 
weighed 125 pounds (36.7 Kg.), and was in apparent good health. 

Note.—The report of a histologic examination made subsequent to the pres- 
entation read as follows: “The epidermis has a light scale, which in places is 
parakeratotic. The granular layer is thin. A beginning acanthosis is evident 
and a few wandering cells have invaded the rete. There are a number of ballooned 
cells. The corium is edematous and has a generalized infiltration of round cells 
and fibroblasts in the papillary layer. In the region of the subpapillary plexus 
there are numerous perivascular infiltrations of similar cells with some large 
lymphocytes and a few eosinophils.” The diagnosis was undifferentiated dermatitis. 


DISCUSSION 

Dr. Georce M. MacKee: I think that the most probable diagnosis is 
mycosis fungoides or leukemia cutis. 

Dr. W. J. Hicuman: I likewise think the condition is mycosis. Now and 
then, among the mycotic lesions, there are exudative types. 

Dr. Howarp Fox: It seems to me that the two most likely diagnoses are 
mycosis fungoides and leukemia. As the blood shows no evidence of leukemia, 
the probability is in favor of mycosis. 


MacuLo-ANESTHETIC LeEpROsy. Presented by Dr. Howarp Fox. 


Mrs. J., 43 years old, an American missionary, had spent the six years pre- 
vious to presentation in Brazil—five years in the city of Rio de Janeiro and one 
year in the city of Bahia. The eruption was first noticed a year and a half 
previous to presentation. She had never suffered from rhinitis. Her husband 
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and young son were not affected. The eruption was situated on the left arm 
and forearm, the front of the left knee and the back of the right calf. A single 
lesion was present on the abdomen. The eruption consisted of circinate patches 
which were practically clear in the center, the border being yellowish red, and 
which were very slightly infiltrated. The patches were completely anesthetic to 
the prick of a pin. The backs of the hands showed decided wrinkling and were 
yellowish red. The mucous membranes were normal. There was no appreciable 
enlargement of the ulnar, supra-orbital or great auricular nerves. The eyebrows 
were also normal. A nasal smear previously made was said to have been nega- 
tive for lepra bacilli. The patient had been treated for six weeks in another city 
by a proprietary bismuth preparation (composition not known) with some 
improvement. 


DISCUSSION 


Dr. GEorRGE M. MacKee: The question is what advice to give the patient. 
She is a very intelligent woman, capable of intellectual work and of a sensitive 
nature. She now has a sense of fear, humiliation and inferiority. Sooner or 
later she must be embarrassed and ostracized. Under these conditions, she 
cannot be happy nor can she do good work. Later she may be compelled to 
enter an institution that is distasteful to her. I understand that until the case 
is reported she may select a leprosarium. It is my opinion that in the long run 
she will be more happy in a well organized leprosarium where she will be given 
interesting work of the type for which she is qualified. She will be more unhappy 
for a while, away from her family, but she will probably develop a psychology 
that will save her. 


Dr. Howarp Fox: Leprosy in New York City is a reportable disease. If 
this case were reported, it would be seen by an inspector who would visit the 
patient from time to time. I have had a number of private patients who were 
thus inspected at intervals but not subjected to any undesired notoriety. I do 


not see why this patient, who is willing to stay in New York, would not profit 
by a change from a climate such as that of Rio de Janeiro. She is in no way 
dangerous to the community. 


A CASE FOR DIAGNOSIS: PARAPSORIASIS. Presented by Dr. BINrorp THRONE. 


B. H., a white American, was first seen on Dec. 15, 1924. At that time the 
duration of the condition was about eight months. The cutaneous condition con- 
sisted of lesions that began as macules about the size of a ten cent piece. These 
soon became elevated, resembling lesions of erythema multiforme exudativum. 
Later they showed some scaling. In places they became confluent. Since the 
date when the patient was first seen, he had never been entirely free from the 
eruption. At times, however, the rash almost disappeared. The condition shown 
at presentation had been present for about eighteen months. There had been only 
moderate pruritus at times. 

The chemical examination of the blood and the Wassermann test of the blood 
gave negative results. The urine showed only an excess of indican. 

Biopsy revealed a scaly lesion with hyperkeratosis and slight parakeratosis. 
The epidermis was thinned in places, and portions of the basal cell layer were 
lost where the cellular infiltration of the derma was marked. The derma showed 
distinct cellular infiltration with much edema of the mononuclear cells. There 
was a polymorphonuclear infiltration of the epidermis. In the deeper derma 
there was a perivascular infiltration of mononuclears. 

siopsy of a nonscaly lesion showed the same type of changes, although they 
were not so marked. 

The treatment had consisted of salicylates, calcium, sodium thiosulphate, 
methenamine, etc., none of which had been of any value. 

The condition suggested some type of erythema toxicum as the most probable 
diagnosis. 
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DISCUSSION 

Dr. Howarp Fox: In my opinion, the condition suggests parapsoriasis. 

Dr. Paut E. Becuetr: Some of the lesions suggest pityriasis rosea. 

Dr. E. F. Traus: Lately we are seeing so many cases diagnosed as para- 
psoriasis that I am afraid my conception of that condition is not very definite. 
In this instance the patient gives a distinct history that the eruption disappeared 
on two or three occasions, and was entirely gone for two years. If that is true, 
the picture does not fit in with the ordinary type of parapsoriasis. Some of the 
scaling suggests psoriasis, but certainly the eruption is not typical of that disease, 
though I believe the best diagnosis would be an atypical form of psoriasis. 

Dr. Jonn E. Lane: I thought the condition was parapsoriasis. The lesions 
are somewhat inflammatory and have been irritated. 


Dr. E. R. Matoney: I agree with Dr. Traub. The fact that the lesions 
cleared up and returned and that the patient had them for so long, and the 
existence of the scaling, makes me think the case is one of guttate psoriasis. 

Dr. C. M. Wirrtams: I agree with Dr. Traub and Dr. Maloney. The 
individual lesions of parapsoriasis never disappear, as the lesions have done in 
this case. I think the condition is an aberrant form of psoriasis. 

Dr. GreorGE M. MacKere: Many of the clinical features suggest para- 
psoriasis, but there are some that are not characteristic of that condition. There 
are configurate lesions not seen in parapsoriasis, except in the type called para- 
keratosis variegata. Then there are edematous scaly papules, which are not 
common in parapsoriasis but which are seen in psoriasis. On the whole, the case 
looks like one of parapsoriasis; but because of the history of remissions and 
exacerbations, and some of the clinical features, psoriasis should be considered. 

Dr. W. J. HtGHMAN: Certainly the disappearance of the lesions, as Dr. Traub 
pointed out, is not what one would ordinarily expect in parapsoriasis. The pres- 
ence of the lesions as high as the scalp is also against that conception, as is the 
edematous character of the lesions, as Dr. MacKee mentioned. But there can be 
remissions in parapsoriasis, and the histology is more suggestive of parapsoriasis 
than of any other condition. As the case looks at present, the condition is more 
like parapsoriasis than anything else, despite the qualifications mentioned. 

Dr. Binrorp THRONE: As regards psoriasis, that condition was mentioned 
when the biopsy was taken, and at one time, in 1925, the patient had been seen 
by a physician who made that diagnosis. Dr. Barthel and Dr. Jessup eliminated 
that pointedly, however. The diagnosis of parapsoriasis, I think, fits in with the 
case better than psoriasis. ‘lhe previous attacks have been more edematous and 
resembled more the lesions of ordinary erythema multiforme. As I remember, 
the patient said that while the lesions almost entirely clear up, he has never been 
altogether free from them. The rash causes no subjective symptoms, and it is 
only the appearance that bothers him. 

Dr. E. F. Traus: The patient was quite definite in his statement that the 
eruption disappeared entirely, as I cross-questioned him partictlarly on the point 
as to whether or not there was just marked improvement or total disappearance. 

Dr. Brnrorp THRONE: The patient gave a different history at the clinic. 

Dr. W. J. HicGHMAN: Even parapsoriasis presents remissions, spontaneous 
or induced, as in the cases in which it is alleged that relief was obtained by the 
administration of pilocarpine. Thus, even if there had been remissions in the 
eruption in this case, the possibility of parapsoriasis could not be excluded. 


ACRODERMATITIS ATROPHICANS CHRONICA. Presented by Dr. Howarp Fox. 


M. R., a Jewish business man, 41 years old, born in Lithuania, had suffered 
from an eruption for the eight years before presentation. He stated that for the 
first three years it was confined to the left leg. 
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He presented an extensive eruption involving both the upper and the lower 
extremities. On the right arm it consisted of an area of wrinkled atrophic skin 
on the elbow and the proximal half of the extensor surface of the forearm. Near 
the olecranon there was a subcutaneous, firm, flat elevation, the size of a chestnut, 
which was attached to the skin and movable on the deeper parts. On the left 
arm, involving an area corresponding to that of the opposite arm, there was 
merely slight redness and the suggestion of a beginning nodule. The eruption 
on the lower extremities was extensive and well marked, extending from the 
dorsal surface of the toe to the groin on the left side and to the middle of the 
thigh on the right side. There were mottled pigmentation and areas of sclero- 
derma on the legs. The patient complained of soreness and of occasional ulcera- 
tion about both malleoli. 

The patient was of medium height and enjoyed good health. He had been 
treated for a year with thyroid extract, without apparent benefit. A basal 
metabolism test, made subsequent to presentation, showed a rate of + 18. 


DerRMATITIS AcTINICA. Presented by Dr. Paut E. Becuet. 


A. M., a woman, aged 18, stated that twelve weeks previous to presentation 
she had injured her right hand in a drawer. A roentgenogram revealed nothing 
abnormal, and the lesion was diagnosed as a contusion. An interference in the 
circulation of the hand led to the use of the infra-red rays in the store dispensary. 
While taking the first treatment, the patient fell asleep and was thereby exposed 
to the rays for one and a half hours. A deep burn resulted within twenty-four 
hours, subsequently causing bullous and ulcerated lesions, for which she received 
twenty-seven treatments with ultraviolet rays. 

When the patient was first seen, the back of the right hand was covered with 
large scales and seemed to have been severely burned. After a month of exceed- 
ingly mild local treatment, the condition had improved greatly. The patient was 


presented because of the unusually severe burn from infra-red rays, which had 
not subsided after two months. 


DISCUSSION 


Dr. E. F. Traus: The patient gives a history of having had several injuries 
to the hand. On each occasion she had had a roentgen examination, several 
plates having been made. Directly before the last examination she received some 
form of baking treatment. A few days later the treatment with infra-red rays was 
given, and following this the acute burn developed. For this she was treated 
with ultraviolet rays. As atrophy appears to be present, and considerable telan- 
giectasia, I am wondering whether the roentgen examination might have been 
a factor in producing permanent damage. 

Dr. Jonn E. Lane: The injury can be explained by the action of heat. 

Dr. Georce M. MacKee: I saw no evidence of injury from roentgen rays. 
The condition may be dermatitis calorica or actinica. The history is not distinct 
enough to enable one to make a differentiation. In any event, from any severe 
injury from heat or light it is possible to obtain sequelae such as atrophy and 
even scars. The defect is probably temporary, although it may be permanent. 

Dr. W. J. HicumMan: Dr. MacKee has summed up the matter. The patient 
had ulcers and superficial scaling, but no telangiectasia, and I think the condition 
is a simple burn. 

Dr. Marion B. SULZBERGER: There was some experimental work done in 
Bloch’s clinic in Ziirich with infra-red rays, more especially with the shorter 
wavelengths in this part of the spectrum. These produce very little heat, so that 
one cannot attribute their action to the caloric effect. They seem to have “actinic” 
qualities. These particular waves are relatively penetrant, so much so that with 
them one can take photographs of such structures as the hand that are very 


similar to roentgenograms. We tried this type of radiation on different kinds of 
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cutaneous lesions and had varying results. In some of the cases there were 
sequelae similar to those of roentgen radiation and those seen in Dr. Bechet’s 
case, namely, the later appearance of hyperpigmentation and depigmentation, atrophy, 
telangiectasia and, in some cases, even precancerous conditions; in one case, on 
an ulcer that we had irradiated, the edge became carcinomatous. We had to 
stop this treatment in human beings for this reason, but we plan to continue 
the work on animals. We had the idea that many changes caused by light, such 
as sailors’ and farmers’ skin, senile changes and other conditions, might in some 
measure be due to this part of the spectrum and not entirely attributable to ultra- 
violet radiation. I think that the present case is a good illustration of the effects 
that I have mentioned, and that further study of these rays would bring very 
interesting results. 

Dr. Paut E. Becuer: My idea in presenting the case was to show how 
severe a burn may occur from the careless use of infra-red rays. The history 
indicates clearly that the burn occurred within twenty-four hours after the infra- 
red treatment of an hour and a half’s duration. Bullae and deep ulcerations 
developed. In my opinion, the roentgen radiation has no part in the etiology of 
the eruption. I watched the lesions for a month, and there is some improvement. 
I am glad to hear Dr. MacKee say that eventually the patient will get well, as 
I was most apprehensive. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. FRED WIsE. 


The patient had previously been shown at a meeting of the Manhattan Der- 
matological Society. The outstanding features of the case were: the unilateral 
distribution, the juxta-articular nodule and the infiltration nodules in the region 
of the elbow and dorsum of the hand. 


DISCUSSION 


Dr. Howarp Fox: There is no question about the diagnosis, though, as 
Dr. Wise said, it is unusual for the disease to be unilateral. I recall showing 
at a meeting a photograph of acrodermatitis atrophicans confined to one hand. 

Dr. W. J. HicHMaAN: I think the case ought to be watched with the idea 
of its being one of fibrosarcomatosis. Possibly the lesion on the hand was that 
of a slowly growing metastasis invading the lymphatics and perivascular lym- 
phatics. I do not think it is a clinically clear case. 

Dr. BInFoRD THRONE: I agree with Dr. Wise. 

Dr. GeorGeE M. MacKee: As Dr. Fox said, it is unusual to find an abso- 
lutely unilateral acrodermatitis, especially limited to one hand and forearm. 
Nevertheless, I agree with Dr. Wise that this is a case of acrodermatitis chronica 
atrophicans. 

Dr. Frep Wise: The pathologic report on the tumor of the hand is simple 
fibroma, which corresponds to the findings in many cases of dermatitis chronica 
atrophicans. 


Lupus EryTHEMATOSUS (7). Presented by Dr. FrED Wise. 


Mrs. M. F., aged 27, white, born in the United States, presented herself at 
the New York Post-Graduate Hospital Skin Clinic showing an eruption on both 
cheeks of three years’ duration. The lesions when they first appeared had been 
pea-sized, but they gradually grew to the size shown. She had been given gold 
sodium thiosulphate intravenously for a period of seven months, without benefit. 
She had made the observation that sunlight had a tendency to aggravate the 
condition. 

At the time of presentation, the patient had well defined erythematous patches, 
roughly circular, about 1% inches (3.77 cm.) in diameter, on each cheek: the 
right cheek was involved more than the left, and the lesion was at a somewhat 
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higher level than on the left. Both lesions were soft and smooth to the touch 
and presented numerous superficial telangiectasias. The Wassermann test was 
negative and the tuberculin test normal. Suggestions for treatment were 
requested. 

DISCUSSION 

Dr. Howarp Fox: I have come to the conclusion that lupus erythematosus 
is one of the most difficult diseases we have to diagnose. This is shown in a 
recent article on the histologic diagnosis of lupus erythematosus, in which it was 
mentioned that twenty-six other conditions had been considered in differential 
diagnosis. Such a list is by no means complete. I do not think that one can 
at the present time make a definite diagnosis of lupus erythematosus in this case, 
but I think it is a possible diagnosis. 

Dr. W. J. HicuMAN: Of the twenty-six possible diagnoses I think lupus 
erythematosus 1s the most likely, and I think the patient needs more therapy 
with gold compounds. 

Dr. GEorGE M. MacKee: I agree with Dr. Highman. 

Dr. E. R. Maroney: Clinically, I think the lesions are lupus erythematosus. 
There is a certain amount of atrophy and some scaling. I think treatment with 
gold compound should be continued in small doses, possibly 10 mg. instead of 25. 

Dr. E. F. Traus: I think lupus erythematosus is the most likely diagnosis 
in this case, despite the fact that there are no definitely patent follicles, and that 
the scaling is not of the characteristic adherent type with follicular plugs. How- 
ever, the patient presents atrophy and a marked degree of telangiectasia, and my 
impression is that the greater part of the activity is over, and that much of the 
present condition is residual from the more marked previous eruption. For this 
reason I should be inclined to try local therapy, such as the application of a 
weak iodine solution, rather than further intravenous medication with a gold 
preparation. 

Dr. Paut E. Becuer: I am inclined to doubt the diagnosis of lupus erythe- 
matosus. There is no scaling and no atrophy; the condition also lacks some of the 
other classical symptoms of lupus erythematosus. The patient’s skin is glazed, as 
though she had used some very strong salves. It is difficult to say just what the 
condition is. I believe that mild local treatment, by allaying the inflammatory 
reaction, would tend to make an ultimate diagnosis less difficult. 

Dr. FRED Wise: What about intradermal injections of a gold preparation 
in situ in such a case? 

Dr. E. F. Traus: This is not at the present time the type of case for which 
I believe intradermal gold therapy suitable. As I stated, it seems to me that 
most of the active lupus is gone and we are now dealing with a very superficial 
lesion in which there is very slight activity. Of course, the treatment if tried 
could do no harm, but we have found by experience that the best results are to 
be obtained in the thick chronic discoid type of lesion, especially in those in which 
the patches are not extensive. To date, we have treated about forty patients and 
in none have we had any unpleasant results develop, such as pigmentation, slough- 
ing or scar formation. In a number of our patients the lesions have cleared up 
entirely; some of these had had many intravenous injections, with little or no 
improvement. In one or two of our cases in which the lesions cleared up there 
has been a recurrence of the lupus. We are not yet prepared to say what the 
percentage of recurrences will be, but apparently it is reasonable to assume that 
about the same may be expected from the intradermal as from the intravenous 
method. In the cases of acute disseminated lupus, if the method is to be used at 
all, it should be employed only in conjunction with intravenous treatment. 


Dr. E. R. Maroney: We have tried the method in many cases, and the 
physicians using it like it and think they have had good results in several instances; 
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but I do not think this is a case in which it would be effective. It is better in 
infiltrated conditions; this lesion is smooth and without edema. 


Dr. GeorcGe M. MacKee: Assuming that this condition is lupus erythema- 
tosus, it is sometimes possible to get good results in these fairly active superficial 
eruptions with very simple treatment and very slight stimulation. I have seen 
quite a number of conditions like this clear up while using nothing but zinc acetate. 

Dr. E. F. Traus: In this case, as I stated before, I would first try a weak 
solution of iodine or, perhaps, because of the scaling present, it might be well 
to apply the iodine in ointment form. 


ERYTHEMA ANNULAIRE CENTRIFUGE. Presented by Dr. Binrorp THRONE. 


The patient was a white woman, aged 18, presented in the fourth year of the 
disease. She claimed that the lesions practically cleared up during the winter. 
The condition exhibited had been present for four months. The flexor surfaces 
of both arms and forearms showed annular and semi-annular lesions about 6 cm. 
in diameter. The borders were slightly raised. There was slight scaling on their 
inner sides. In addition to these lesions, there was one on the left arm about 
1 cm. in diameter. There was no pruritus or other subjective symptom present. 


DISCUSSION 

Dr. Howarp Fox: Some of the members have read Dr. Butler’s description 
of his case that he thinks corresponds closely with Darier’s original one. He spoke 
of six cases published by Throne and accepted only one as being entitled to be 
classed with that of Darier. In Dr. Butler’s case, as in that of Darier, there 
was no scaling. I think, however, that many of these cases could properly be 
grouped together and not separated by hair-splitting differences. 

Dr. E. R. Matoney: We recently had a case in the clinic similar to Darier’s 
and at first classified it under this heading; then I read the description of Darier’s 
case in which he said there was no scaling, and we eliminated that diagnosis, 
although in other respects the case fitted in with it. 

Dr. GeorGE M. MacKee: A few years ago I studied a patient who had an 
eruption of this type. Some of the lesions somewhat suggested granuloma annulare. 
The patient also presented lesions like those mentioned by Dr. Throne. A year 
or two later lesions simulating ordinary erythema multiforme developed. It seems 
necessary either to broaden our conception of the disease so as to include unusual 
cases or to admit several types of the same condition, rather than have similar 
eruptions designated as different diseases. 


Dr. BINFORD THRONE: I have read the history of practically every case 
of this condition that has been reported. In all cases there are only a few 
symptoms in common: onset as a macule or maculopapule with peripheral extension 
and clearing centers, a tendency to recurrence and resistance to treatment and 
subjective symptoms that vary with individual cases. Some of the reported cases 
have shown hard cartilaginous borders, and others, borders that have presented 
little if any infiltration; some have shown vesicles suggesting Duhring’s disease, 
and some have suggested pemphigus. One of the cases reported by Dr. Graham 
and myself was seen by Professor Jadassohn while he was in this country recently. 
He agreed with the diagnosis. Scaling also, has been a variable symptom; some 
cases show scaling on the inner sides of the borders of the lesions as does this 
one, while others do not show this symptom. Two of my private patients responded 
to methenamine; in other cases all kinds of therapy were useless. 


SARCOMA OF THE LEG. Presented by Dr. Howarp Fox. 


S. D., 59 years old, a tailor, born in Russia, first had a lesion nine years prior 
to presentation. It attained its maximum size in about five years. It was situated 
on the antero-external aspect of the lower third of the right leg, and was a hemi- 
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spherical, red, firm mass about 1% inches (3.13 cm.) in diameter. The surface 
was smooth and showed no sign of scratching or ulceration. There had never 
been any subjective symptoms. The patient was of medium height and heavily built, 
and appeared to be in good general health. There was no regional adenopathy. 

A histologic examination made by Dr. Symmers, subsequent to the presentation 
showed the presence of a richly cellular growth covered by atrophic stratified 
squamous epithelium. Dr. Symmers reported: “The growth has been considerably 
crushed in the process of removal and there is a quantity of nuclear disintegration, 
so that microscopic examination is not altogether satisfactory. The growth 
appears, however, to be made up of rather large round and spindle cells with well 
formed, moderately rich chromatic nuclei. As far as it is possible to judge from 
the histologic appearance, the growth represents a fibrosarcoma, that is, a growth 
whose degree of malignancy is midway between a fibroma on the one hand and 
a genuine malignant sarcoma on the other.” 


DISCUSSION 


Dr. Joun E. Lane: If the tumor is a small round cell sarcoma of nine 
years’ duration, it is extraordinarily slow-growing. I should advise total excision. 

Dr. FRANK C. ComsBes: The lesion is no doubt of very benign character. I 
do not think that roentgen treatment would tend to stimulate it or cause metastases. 
In fact, I think it would be the best treatment if the condition proves to be a 
fibrosarcoma, 

Dr. E. F. Traus: The first thing to do in this case is to establish the diag- 
nosis definitely by a careful study of the section removed, as this will determine to 
a large extent whether surgical intervention or some form of radiation should 
be employed. Should the lesion prove to be one of great potential malignancy, 
and if there is any question that metastasis might be stimulated by radiation 


therapy, radical surgical removal would be the method of choice, particularly 
because of the acessible location on the leg. 

Dr. Frep Wise: The lesion resembles a circumscribed tumor of lympho- 
granuloma. It reminds me of a case Dr. Fox once showed in a child with a 
tumor on the right temple. I should recommend treatment with filtered roentgen 


rays. 

Dr. J. FRANK FRASER: In my opinion, the growth is not a round cell sarcoma. 
Round cell sarcoma of fibroblastic origin is a malignant tumor, perhaps the most 
malignant of all tumors, with the exception of melanoma. Any tumor that has 
persisted, as this one has, for nine years without doing any damage to the organism 
should be removed from the class of sarcoma. It is possible that the condition 
is a benign lymphoid tumor. If it were a genuine lymphosarcoma, it probably 
would not have existed for nine years. 

I should suggest that the diagnosis rests between lymphocytoma and neuro- 
fibroma. If microscopic examination proves the condition to be neurofibroma, the 
growth should be removed by surgical excision, as these tumors are radioresistant. 

Dr. W. J. Hicuman: I think that there is a good deal in what Dr. Fraser 
has said. I tremble when I must use the word “sarcoma,” in fear of misconstruc- 
tion by people who hear it. Whatever this condition proves to be, the patient 
has had the lesion for nine years and is not troubled by it, and hence it cannot be 
malignant, except technically. I should let it alone and not consider all the 
drastic measures advocated. 

Dr. Georce M. MacKee: The histology ought to be settled before anything 
else is done. After that we can decide whether to follow Dr. Highman’s advice 
or to do something else. If the condition is lymphosarcoma, I| think it will 
disappear under treatment with radium or roentgen rays. If it is, as Dr. Fraser 
suspects, a neurofibroma, it will be radioresistant; and if that diagnosis is correct, 
it makes no difference whether or not the lesion is treated. But the diagnosis 
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ought to be settled, for even if the lesion is a lymphosarcoma, which is relatively 
benign, it may metastasize and cause death. Clinically, it looks more like lympho- 
sarcoma than neurofibroma. 

Dr. R. H. Rutison: I think the simplest thing would be to excise the tumor, 
following this perhaps by roentgen irradiation, etc. 

Dr. Howarp Fox: I agree that the first thing to be done is to settle the 
diagnosis histologically. On seeing the patient recently, I thought that from the 
appearance of the lesion a diagnosis of some type of sarcoma was probable. From 
the long duration, I suggested a relatively benign type, namely, fibrosarcoma. 
It is true, as has been suggested, that the lesion looks much like that in a girl 
whom I presented in which histologic examination by Dr. Symmers led to a 
diagnosis of lymphocytoma. The lesion in that case proved to be unusually radio- 
sensitive (complete disappearance in a week following a single massive dose of 
filtered roentgen rays). Whether the present patient will respond to similar treat- 
ment, I do not know. I can see no harm in trying that method. Considering the 
long duration, I should not suggest amputation. 


PsoRIASIS RESEMBLING Lupus ERYTHEMATOSUS: TRICHOSTASIS SPINULOSA. 
Presented by Dr. E. R. MALONEY. 


F. F., a white man, aged 51, presented typical lesions of psoriasis on the 
extremities. On the nose, over the right eye, over the angle of the right side of the 
jaw and the neck beneath and at the hair line on the left side of the face, were coin- 
sized, erythematosus, slightly scaly patches resembling greatly lesions of lupus 
erythematosus. These lesions were very little infiltrated, and the scales were 
small and adherent. On the scalp were several similar guttate lesions. On the 
forehead and scalp (bald) immediately adjacent were numerous black dots, which 
on close examination proved to be plugged hair follicles. On removal with 
tweezers, these plugs proved to be short hairs. Examination under the microscope 
showed each one of the plugs to be made up of many short pigmented hairs 
arranged in a parallel manner, like the hairs in a brush. The picture presented 
corresponded exactly with that previously described by Galewsky and others as 
trichostasis spinulosa. 

DISCUSSION 


Dr. GeorGeE M. MacKee: There are several conditions that may be confused 
with trichostasis. I have seen a number of patients with lesions somewhat 
resembling trichostasis that were due to the local application of mercury and 
sulphur. Comedones and uncleanliness are at times confused with trichostasis. 
The true nature of the condition is often overlooked. It is necessary to examine 
closely, especially with a lens. Of course a microscopic examination settles the 
diagnosis. 

Dr. C. M. Witttams: I wonder how many physicians have made the diag- 
nosis of trichostasis. I have seen any number of cases in which I have assumed 
that the lesions were follicular plugs and have removed them, but I have never 
examined them under a microscope. I shall do that in future in order to determine 
whether the condition is as common as I think it is. 

Dr. Frank C. Compes: I was surprised that these lesions could be expressed 
with a comedone extractor, and should like to ask Dr. Maloney if this is possible. 
They seem to be well embedded in the skin. 

Dr. E. R. Maroney: They cannot be easily removed with a comedone 
expressor. We took them out with tweezers; they came out readily in that way. 


FixEp ARSPHENAMINE ERupTION. Presented by Dr. HANS SCHWARTZz. 


A. K., aged 20, was referred to the Cornell Skin Clinic on May 21, 1931, 
by a private physician, with the following history: In September, 1930, a penile 
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sore developed, perhaps a month following the last exposure. The patient was 
treated by cautery. On Nov. 12, 1930, the Wassermann test was positive (degree 
not stated). One injection of neoarsphenamine was followed by a generalized 
eruption, appearing first on the trunk and a few days later on the face. The 
lesions on the face at first were elevated and scaly. The patient was then given 
thirty injections of sodium thiosulphate and bismuth, intramuscularly and intra- 
venously, and still later three doses of sodium cacodylate; no potassium iodide 
was given. On May 21, 1931, when the patient was seen at the clinic, he stated 
that he had suffered from sore throat and a slightly elevated afternoon temperature 
(99.6 F.) for four weeks and had lost considerablé weight. 

Examination showed the pupils to be equal, regular and reacting to light and in 
accommodation. The heart, lungs and abdomen and also the knee and ankle jerks 
were normal. There was cervical, inguinal and left epitrochlear adenitis. On 
the face and extensor surface of the forearms were numerous sharply defined 
plaques, varying in size from that of a dime to that of a nickle, deep purplish 
red and with depressed centers. apparently due to beginning atrophy. Scattered 
over the trunk and extremities were some pale pink macular lesions and a number 
of grouped, flat-topped, lichenoid papules. 

The diagnosis was fixed arsphenamine eruption of the lichenoid type. 


DISCUSSION 


Dr. Howarp Fox: I agree with Dr. Schwartz that the case is one of fixed 
arsphenamine eruption. 

Dr. GEORGE M. MacKee: The patient has lichenoid lesions on the legs 
surrounding the area of pigmentation. I think that most of the eruption may be 
the after-effects of a previous lichen planus. I realize that lichen planus does 
not usually occur on the face, but I have seen it in this location. We must 
consider the diagnosis of lichen planus and a lichenoid arsphenamine eruption, 
the latter being the more likely. 

Dr. W. J. Hicuman: A third possibility is that the condition is lichen 
syphiliticus, which might occur on the face as well as anywhere else. 

Dr. Frank C. Comses: I agree that the lesions are probably a fixed eruption 
resulting from the injection of arsphenamine. However, the patient has some 
lesions on the back that strongly suggest a small papular syphiloderm, and it is 
possible that some of the peri-oral lesions on the face may be those of active 
syphilis, 

Dr. E. F. Traus: The patient showed some small papular lesions on the 
trunk, whereas some of the lesions on the arm were large and papular in type 
with considerable infiltration. In addition, he had also on the arms some pigmented 
spots with no infiltration. Despite the past treatment, I believe that the eruption 
he presents is essentially one of syphilis, and that he should be treated on that 
basis, but not with arsphenamine. 


Dr. Frep Wise: In my opinion, the lesions represent a fixed arsphenamine 
eruption in their entirety. 


Dr. H. J. Scowartz: The patient is certain that he had no eruption before 
the arsphenamine was given. As for the lesions on the face, they are unusual in 
lichen planus, but I think that a biopsy might help to clear up the matter. In 
regard to the condition being a small papular syphilid, the patient had been given 
much arsphenamine with apparently no influence on the eruption. I think the 
diagnosis of a fixed arsphenamine eruption of the lichenoid type is the most 
likely one. 


TUBERCULOSIS ULCEROSERPIGINOSA. Presented by Dr. Frep WIsE. 


A. M., aged 25, presented himself at the New York Post-Graduate Hospital 
Skin Clinic showing an eruption of two years’ duration. Until the time of the 
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appearance of this eruption he had always enjoyed fairly good health and had 
not suffered from any serious illnesses. The eruption first appeared around the 
anal orifice and was accompanied by intense itching; it gradually spread to involve 
both buttocks and, to some degree, the thighs. He had been treated with various 
topical remedies and had most of his teeth removed —all without benefit so far 
as the eruption was concerned. 

The patient presented a fungating, granulomatous, verrucous, elevated eruption 
involving the buttocks, the internatal cleft, the crural regions and to some degree 
the upper part of the thighs. The border was well defined, irregularly rounded, 
elevated and infiltrated. Some of the areas were covered with crusts, others 
were necrotic and ulcerative, and still others were bleeding freely. 

The Wassermann test was negative. The microscopic section was typical of 
tuberculosis. The results of a roentgen examination of the chest had not yet been 
reported. 


URTICARIA PIGMENTOSA AcgultsiITaA. Presented by Dr. Frep WIsE. 


T. B., aged 19, presented himself at the New York Post-Graduate Clinic 
showing an eruption of two years’ duration. The lesions were located primarily 
on the trunk and extremities, the face and neck being spared. The individual 
lesion was a brownish macule the size of a millet-seed. On friction these macules 
became acutely erythematous and elevated to the touch. The lesions had appeared 
suddenly without a preceding urticarial eruption, and the patient did not complain 
of itching. 

The Wassermann test was negative. The biopsy report confirmed the clinical 
diagnosis of urticaria pigmentosa. 


REport ON CASE PREVIOUSLY SHOWN. Dr. R. H. RU ison. 


Dr. Rulison reported on the case presented at the last meeting as a possible one 
of avian tuberculosis. 

A culture from the patient was injected into a rabbit, and the animal died in 
three weeks, proving the condition to be true avian tuberculosis. 





CLEVELAND DERMATOLOGICAL SOCIETY 
Regular Meeting, May 28, 1931 
H. J. Parxuurst, M.D., Presiding 


GUMMA WITH MALIGNANT DEGENERATION. Presented by Dr. H. F. DEWo tr. 


E. S., a man, aged 64, from the City Hospital service of Dr. H. N. Cole 
and Dr. J. R. Driver, had cut his left leg on a piece of glass eight years prior 
to presentation. The wound had healed, and three years later had broken down 
spontaneously, the lesion progressively enlarging. A few months before presenta- 
tion, a piece of bone had been removed from the lesion. There was no history 
of venereal disease, although antisyphilitic treatment had been administered. The 
Wassermann reaction was strongly positive, but the lesion did not seem to have 
been influenced by four injections of arsphenamine. 

There was an ulcer, about 8 cm. wide and 15 cm. long on the lateral and 
posterior aspect of the upper and middle third of the left leg. The superior 
and inferior borders were rolled and indurated; the base was necrotic, and the 
leg muscles were involved. About the ulcer there were several scars and brown 
areas. 
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Roentgenologists had found a marked irregularity along the medial cortex of 
the fibula and slight proliferation of bone. These changes were attributed to a 
periosteal proliferative process secondary to the lesion in the soft tissues. Sections 
taken for biopsy from the lower border of the ulcer revealed the presence of a 
squamous cell epithelioma and from the upper border a chronic inflammatory 
process. 


DISCUSSION 


Dr. J. R. Driver: This was an old gumma of the leg with a border that 
we suspected of being malignant. Biopsy confirmed this impression. Radium 
therapy is being employed. 

Dr. H. N. Core: In such a case one might easily overlook the presence 
of malignancy. This emphasizes the necessity of performing a biopsy. 

Dr. J. V. VAN CLEvE: Although the two borders appeared the same clinically, 
the specimen from the lower border shows the malignant change, while that at 
the upper border of the lesion shows only chronic inflammation. 


Dr. H. J. PARKHURST: Arsenical drugs used in the treatment for the gumma 
would tend to stimulate epithelial proliferation, and for this reason they might 
be dangerous in the present case. 


PustTuLaR Psoriasis. Presented by Dr. H. F. DEWo_-r. 


F. G., a man, aged 40, from the City Hospital service of Dr. H. N. Cole and 
Dr. J. R. Driver, stated that in 1927 lesions of psoriasis had appeared on the 
scalp, trunk and nails. Since that time the patient had received treatment occa- 
sionally at the City Hospital. In the latter part of March, 1931, the condition 
had become much worse, and on admission to the City Hospital in May he had 
appeared to be ill, with a fever of 39 C. (102.2. F.). 

There was an extensive eruption of large circular parchment-like lesions, 
especially on the hands and feet, with much desquamation of a putty-like sub- 
stance. The lesions were dull red and somewhat moist after the removal of the 
adherent parchment-like crusts, and small pustules could be seen over the surface. 
The nails showed severe psoriatic changes, and there was typical psoriasis of the 
scalp. After the use of a proprietary sulphur compound and local applications 
there had been some improvement. 

DISCUSSION 

Dr. J. R. Driver: This man has had characteristic psoriasis for several 
years, and recently this acute flare-up suddenly developed. He closely resembles 
the patient shown here recently, in whom dermatitis repens was superimposed on 
psoriasis. Such cases are unusual. 

Dr. EMERSON GILLESPIE: Do all cases of pustular psoriasis represent infec- 
tion superimposed on psoriasis ? 

Dr. H. J. PARKHURST: According to British observations, the pus in pustular 
psoriasis is sterile. I have had a case in which no cultures were made, and in 
which the condition cleared up rapidly under compresses of saturated solution 
of boric acid. 

Dr. Srpney Litrman: I had considered the possibility of blenorrhagic 
keratoderma in the presence of psoriasis. 

Dr. H. N. Cote: Such cases are not true cases of dermatitis repens super- 
imposed on psoriasis, but rare types of psoriasis. 

Dr. EMERSON GILLESPIE: Does the patient have arthritis, such as would be 
found in association with blennorrhagic keratoderma? 


Dr. H. J. Parkuurst: The patient said that he did not have arthritis. 
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ERYTHEMA MULTIFORME. Presented by Dr. H. F. DEWoLrF. 


R. T., a Negro, aged 20, from the City Hospital service of Dr. H. N. Cole 
and Dr. J. R. Driver, stated that on May 8, 1931, he had first noticed pus exuding 
from the eyes, which had become very sensitive to light. Two days later, blisters 
had appeared on the arms, soon involving also the lower extremities and trunk. 
In March, 1925, he had had a similar eruption, and at that time the tonsils and 
adenoids had been removed. There had been another mild outbreak in 1930. 
During the present attack he had had a fever of 40 C. (104 F.). There were many 
bullae of various sizes, the largest being 2.5 cm. in diameter. There were also 
typical lesions of the irides and on the dorsa of the hands. The mucous membranes 
were also severely involved. Most of the lesions were healing. Nikolsky’s sign 
was absent. 

DISCUSSION 


Dr. C. G. LaRocco: The present eruption suggests pemphigus, and the 
differentiation may be difficult. 

Dr. J. E. Rauscuxois: I saw this man in 1925, at the time of his first 
admission to the City Hospital. At that time he had the same type of eruption, 
but the lesions were less numerous. I also saw him about a year ago with another 
attack. I consider the condition recurrent erythema multiforme, the source or focus 
of infection being unknown. 

Dr. Rosert E. BARNEY: The rapid evolution of the eruption speaks in favor 
of erythema multiforme. 


A CASE FoR D1AGnosis. Presented by Dr. H. F. DEWOLr. 


W. K., a man, aged 47, from the City Hospital service of Dr. H. N. Cole 
and Dr. J. R. Driver, had been cut slightly by a razor just below the right ear 
two years previously. Following this, a lesion had appeared at the same site, 
which had progressed slowly. Later a similar lesion had appeared on the left 
side of the face near the ear and another over the base of the nose. All were 
pruritic. Twelve intravenous injections had been administered and twenty-four 
applications of solid carbon dioxide had been made; however, there had been no 
treatment for eighteen months preceding presentation. 

The lesions, bilateral and fairly symmetrical, were located around the ears, the 
base of the nose and the right side of the face. The largest were around the 
right ear. They were sharply defined and serpiginous, with an elevated, red, 
papular border and an atrophic center. There were similar lesions in the concha 
of the right ear. Another lesion, just below the left ear, the size of a large coin, 
was composed of a group of papules. At the base of the nose, on the right side, 
there was a pink lesion as large as a medium-sized coin, with a papular border 
and an atrophic center. On the right cheek there were two similar small lesions. 


DISCUSSION 

Dr. Joun A. GAMMEL: I believe this to be a case of lupus erythematosus. 

Dr. E. W. NETHERTON: I think this is a case of lupus vulgaris of the Leloir 
type. However, I could find no apple jelly nodules. 

Dr. H. N. Cote: There are symmetrical, sharply defined lesions. In some 
areas the border is verrucous. There is some suggestion of sebaceous plugs, and 
in some areas, of scarring. I think it is a case of hypertrophic discoid lupus 
erythematosus. 

Dr. J. E. Rauscukois: The appearance of the lesions has been altered by 
the previous applications of solid carbon dioxide. 

Dr. H. J. Parkuurst: Because of the follicular elements, I believe the 
condition to be lupus erythematosus. 
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AcTINOMYCOsIS (7). Presented by Dr. H. F. DEWoL-rF. 


E. N., a man, aged 59, from the City Hospital service of Dr. H. N. Cole and 
Dr. J. R. Driver, had been presented before the Society at the meeting of March 26, 
1931. No diagnosis had been made. At that time, he had been complaining of a 
lesion on the right thigh, of several weeks’ duration. This lesion had persisted, 
without systemic symptoms. 

In the middle and upper third of the posterior aspect of the right thigh, there 
was a chronic, granulomatous lesion, irregular in outline, about 8 cm. long and 
3 cm. wide. Its surface was dark red, and there was a free serosanguineous 
discharge. The surrounding tissues were considerably indurated. 

The Wassermann reaction was negative, even after provocative treatment. 
Direct smears showed the constant presence of long branched filaments, more or 
less granular. The ends of many of these filaments were club-shaped. The 
pathologic diagnosis was streptothrix. Four biopsies had shown “a chronic inflam- 
matory process.” Gram stains of sections showed the same filaments in the tissues 
as those that had been found in the direct smears. Stains for tubercle bacilli 
and all attempts at culture had been negative. Roentgenologic studies of the 
chest revealed what appeared to be calcified miliary tubercles scattered throughout 
the lungs. The “slight periostitis” in the right femur, previously mentioned, was 
now considered probably to be due to a normal irregularity of the linea aspera. 


DISCUSSION 


Dr. JounN A. GAMMEL: I should not make a diagnosis of actinomycosis from 


the organisms found in the smears. This organism is a streptobacillus and not a 
streptothrix. The case must be studied further. 


A Case FoR Dracnosis. Presented by Dr. H. F. DEWOo LF. 


W. B., a man, aged 39, from the City Hospital service of Dr. H. N. Cole 
and Dr. J. R. Driver, stated that about eight years previously, he had cut the 
right thumb while working in a butcher shop. About a year later, a lesion had 
developed at the site of the cut, and it had persisted, spreading slowly in all 
directions and healing as it progressed. It had never been painful. Roentgen 
therapy and intravenous injections had been administered. There was no history 
of venereal disease. Two weeks before admission to the hospital, on May 2, 
1931, there had been a small hemorrhage from the lungs, the first symptom of 
pulmonary disease. 

The patient’s general health appeared to be fairly good. A verrucous, serpigi- 
nous lesion involved the right hand and wrist. It had advanced in all directions 
from the base of the dorsal aspect of the thumb, leaving only a slight atrophy 
after healing. The lesion covered the back of the hand, involved the base of the 
thumbnail, and extended across the dorsa of the fingers at about the second joint, 
then along the ulnar aspect of the hand and across the back of the wrist and 
terminated at the thenar eminence. The lesions were purplish red and elevated and 
verrucous in places. No definite small abscesses could be found along the borders. 

The Wassermann reaction was negative. Biopsy studies revealed a chronic 
granuloma of the skin of undetermined etiology. No organisms were found in 
the sections, and none had been obtained in tissue cultures. There was advanced 
pulmonary tuberculosis. 

DISCUSSION 

Dr. C. G. LaRocco: I cannot be sure whether the condition is blastomycosis 
or tuberculosis verrucosa cutis. 

Dr. BENJAMIN LEVINE: I think the condition is tuberculosis verrucosa cutis. 

Dr. Ropert E. Barney: This case seems identical with one observed pre- 
viously at the Lakeside Hospital clinic, which was tuberculosis verrucosa cutis. 

Dr. H. J. Parknurst: The condition is probably tuberculosis of the bovine 


type. 
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Dr. J. R. Driver: The patient tells us that he was treated some time ago 
in Pittsburgh by Dr. Lester Hollander, who was said to have made a diagnosis 
of blastomycosis. 

Dr. H. N. Core: I consider the condition tuberculosis verrucosa cutis. 


Dr. Joun A. GAMMEL: I agree with the diagnosis of tuberculosis verrucosa 
cutis. The small abscesses seen in blastomycosis are absent. 


A Case For Dracnosis. Presented by Dr. H. F. DEWotrF. 


N. S., a woman, aged 32, from the City Hospital service of Dr. H. N. Cole 
and Dr. J. R. Driver, had had a right lower molar tooth extracted on Jan. 2, 
1931. Following this a swelling had appeared below the right mandible, and it 
had been incised five days after the extraction of the tooth. The swelling had 
advanced anteriorly along the mandible and down the neck as far as the clavicle. 
Several incisions had then been made for drainage, and the discharge had been 
copious. The patient stated that a lesion on the dorsum of the right hand had 
developed at about the same time as the swelling of the neck. The lesions had 
continued to enlarge and discharge through several openings. 

A large, irregular ulceration extended from the right mandible down the neck 
over the clavicle and onto the right breast. Part of the lesion was due to surgical 
intervention, and in these areas the base was clean and bright red. From several 
sinuses in the neck there was a greenish-yellow discharge. Over the dorsum of 
the right hand, there was a purplish-red lesion about 5 cm. in diameter; its 
border was raised, slightly indurated and covered with epithelium. Through 
several openings in the skin, a yellowish-white exudate could be expressed. The 
lesion involved the skin and subcutaneous tissue. 

The Wassermann reaction had been negative three times. Cultures had shown 
only staphylococci. Roentgenologic studies of the chest and clavicle had revealed 
nothing abnormal. Biopsy studies on both lesions revealed the presence of an 
infiltration with polymorphonuclear leukocytes, lymphocytes, plasma cells and giant 
cells; however, caseation necrosis was not present. 


DISCUSSION 

Dr. H. N. Corte: Thus far we have been unable to make a diagnosis. The 
condition seems to be a granuloma. Blastomycosis and sporotrichosis must be 
considered. The histologic appearance is characteristic of a granuloma. 

Dr. E. W. NetHertToN: Ina patient shown at a previous meeting, a condi- 
tion that was very similar in appearance to the present one was found to be 
tuberculous. 

Dr. Stpney Littman: The condition is an infectious granuloma of some kind. 
I also considered tularemia, but I feel that the condition is tuberculous. 

Dr. J. R. Driver: The case Dr. Netherton referred to proved to be syphilis. 

Dr. H. J. Parkuurst: Judging by the clinical picture, the present case is 
more likely to be one of tuberculosis. 








CORRECTIONS 
In the abstract of Dr. Russell Fields’ article, entitled “Pityriasis Simplex 
Capitis,” in the October issue (Arcu. Dermat. & SypH. 24:647, 1931), “% skin 
unit” in the third line should read “1% unit.” 


In the article by Lopo de Mello, entitled, “Treatment of Scabies with the 
Compound Solution of Cresol,” in the May issue (Arcu. DeRmaT. & Sypu. 
23:863, 1931), the strength of the liquor cresolis compositus, U. S. P., used was 
inadvertently omitted in the fifth paragraph on page 864. The strength used was 
from 10 to 15 per cent for children, 20 per cent for women and 25 per cent for men. 














Book Review 


Traité de la syphilis. Publié sous la direction de E. Jeanselme, Professeur 
honoraire de clinique des maladies cutanées et syphilitiques a la faculté de 
médecine de Paris, médecin honoraire de Ihopital Saint-Louis, membre de 
l’académie de médecine. Tome I. Histoire de la syphilis: Etiologie, expéri- 
mentation. Par E. Jeanselme, A. Sézary, E. Schulmann, Georges Lévy et 
André Lemaire. Tome II. Microbiologie, sérologie, anatomie pathologique. 
Par A. Touraine, R. Demanche, Georges Lévy. Cloth. Price, 200 francs each. 
Pp. 730, with 89 illustrations; 710, with 58 illustrations. Paris: Gaston Doin, 
1931. 

First comes a full review of the history of syphilis, comprising more than 400 
pages. The author favors the American origin of syphilis. An interesting feature 
is the presence of portraits of a number of the older syphilographers — Fracastor, 
Jean Fernel, Ulrich van Hutten, Swediaur, van Swieten and Astrue — followed 
by a number of the more recent pioneers — Ricord, Rollet, Fournier, Metchnikoff, 
Roux, Neisser, Schaudinn, Wassermann and Ehrlich. Jeanselme points out some 
of the gaps still existing in our knowledge, among them the practical impossibility 
of securing a pure culture of Spirochaeta pallida, the failure of experimental syphilis 
to add much to our knowledge, the failure of experimental syphilis to explain 
the mechanism of inherited syphilis and the failure of attempts at vaccination, as 
well as the use of serotherapy. He believes that the existence of a neurotropic 
virus has not been proved. 

Under experimental syphilis there is adequate mention not only of syphilis in 
the rabbit and monkey, but also of the same disorder in other animals. Sponta- 
neous spirochetosis in the rabbit is also emphasized. In the experimental study 
of syphilitic immunity, which comprises about 75 pages, the authors incline toward 
the tissue theory as opposed to the humoral and the cellular hypotheses. 

In the second part, Touraine furnishes an excellent résumé of the microbiology 
of syphilis in about 180 pages. Like Jeanselme, he is of the opinion that the 
syphilitic virus is unique. The culture of Spirochaeta pallida is possible but too 
difficult for ordinary use. The sero-agglutination of that organism as studied by 
Jeanselme and Touraine is also described. It is thought to possess diagnostic 
value, but is of slight practical importance at this time owing to the difficulty 
of obtaining pure cultures of the organism. 

The chapter by the late Israel de Jong devoted to the general pathologic 
anatomy is a worthy companion for the others. Replying to the query, Is there a 
histologic diagnosis of syphilis? the author states that there is a general consensus 
that there does not exist a lesion that is strictly pathognomonic of syphilis. “One 
should seek the value of the grouping of the lesions which is present to more or 
less of an extent in all syphilitic lesions.” 

Serology by Demanche covers almost 500 pages and constitutes both a scientific 
and a practical review of the subject. He considers the Kahn reaction as one 
of the best methods of serodiagnosis and this after an experience with about 15,000 
such reactions. Demanche believes that the flocculation tests and the complement 
fixation reactions ought to be associated whenever possible. After praising the 
Lange colloidal test, he admits the difficult preparation of the reagent and gives 
preference to the colloidal benzoin reaction of Guillain, Laroche and Lechelle, 
which in his opinion is the best test for examining the spinal fluid for syphilis. 
It appears to him to be more specific than the Wassermann reaction. 

In the extensive bibliographies, it is a pleasure to note many references to 
the work of Americans. All in all, these volumes are worthy of Professor Jean- 
selme and his collaborators, who in the performance of this task are maintaining 
the best traditions of the French school. The illustrations are many and well 
chosen, the printing and binding good. 

Five additional volumes entitled, respectively, “La syphilis acquise,” “La 
syphilis héréditaire,” “La syphilis viscérale,” “La neuro-syphilis (Sous la direction 
du Professeur agrégé Sézary) and “Prophylaxie et thérapeutique,” will complete 
this treatise. 











Directory of Dermatologic Societies * 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SyYPHILOLOGY 


George Miller MacKee, Chairman, 200 W. 59th St., New York. 
Francis E. Senear, Secretary, 55 E. Washington St., Chicago. 
Place: New Orleans. Time: May 9-13, 1932. 
AMERICAN DERMATOLOGICAL ASSOCIATION 
W. H. Mook, President, 3720 Washington Blvd., St. Louis. 
W. H. Guy, Secretary, 7026 Jenkins Arcade, Pittsburgh. 
BriTIsH ASSOCIATION OF DERMATOLOGY AND SyYPHILOLOGY 
(CANADIAN BRANCH) 

Philip Burnett, President, 2 Simpson St., Montreal. 
L. P. Ereaux, Secretary, 1380 Sherbrooke West, Montreal. 
Place: Toronto. Time: 1932. 

SECTIONAL DERMATOLOGIC SOCIETIES 

3ALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Lee McCarthy, President, 1835 Eye St. N. W., Washington, D. C. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 


Four Cities DERMATOLOGIC SOCIETY 


Howard J. Parkhurst, President, 316 Michigan St., Toledo, Ohio. 
Robert E. Barney, Secretary, 1021 Prospect Ave., Cleveland. 
Place: Cleveland. Time: Dec. 10, 1931. 
IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City. 
J. W. Bailey, Secretary, 10th St. and Grand Ave., Des Moines, Iowa. 
New ENGLAND DERMATOLOGICAL SOCIETY 


Arthur M. Greenwood, President, 416 Marlboro St., Boston. 
William P. Boardman, Secretary, 388 Marlboro St., Boston. 
Place: Boston. Time: April 13, 1932. 


SOUTHERN MeEpICAL ASSOCIATION, SECTION ON DERMATOLOGY 


Clifton Brooks Willmott, Chairman, 608 S. 4th Ave., Louisville, Ky. 
Emmet R. Hall, Secretary, 1001 Exchange Bldg., Memphis, Tenn. 


STATE DERMATOLOGIC SOCIETIES 
LOUISIANA DERMATOLOGICAL SOCIETY 
R. A. Oriol, President, 921 Canal St., New Orleans. 
M. T. Van Studdiford, Secretary-Treasurer, 150 Baronne St., New Orleans. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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MEDICAL SOCIETY OF THE STATE OF NEW YoRK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Edward R. Maloney, Chairman, 853 7th Ave., New York. 
George C. Andrews, Secretary, 115 E. 61st St., New York. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Edward F. Corson, President, Medical Arts Bldg., Philadelphia. 
Stanley Crawford, Secretary, 200, 9th St., Pittsburgh. 


MICHIGAN STATE MEDICAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Cyril K. Valade, Chairman, 1604 Eaton Tower, Detroit. 
George H. Belote, Secretary, University Hospital, Ann Arbor. 


MINNESOTA DERMATOLOGICAL SOCIETY 


C. A. Boreen, President, 920 Medical Arts Bldg., Minneapolis. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


OKLAHOMA DERMATOLOGICAL ASSOCIATION 


James Stevenson, President, 108 W. 6th St., Tulsa. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 


Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 


Bronx DERMATOLOGICAL SOCIETY 
Henry Silver, Chairman, 290 West End Ave., New York. 
Theodore Rosenthal, Secretary-Treasurer, 115 W. 86th St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


B. B. Berkowitz, President, 225 Eastern Parkway, Brooklyn. 
. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 


é 


CHICAGO DERMATOLOGICAL SOCIETY 


Henry E. Michelson, President, 80 S. 7th St., Minneapolis. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


H. Jerry Lavender, President, 716 Provident Bank Bldg., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


Howard J. Parkhurst, President, 316 Michigan St., Toledo. 
Robert E. Barney, Secretary, 1021 Prospect Ave., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 


Claud W. Behn, President, 1546 David Whitney Bldg., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 
Place: Cleveland. Time: Nov. 19, 1931. 











DIRECTORY 


Los ANGELES DERMATOLOGICAL SOCIETY 


Irving R. Bancroft, Chairman, 412 W. 6th St., Los Angeles. 
Chris R. Halloran, Secretary, 1052 W. 6th St., Los Angeles. 


MANHATTAN DERMATOLOGIC SOCIETY 


George Miller MacKee, Chairman, 200 W. 59th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


Philip Burnett, President, 2 Simpson St., Montreal. 
Lemuel P. Ereaux, Secretary-Treasurer, 1390 Sherbrooke St., West, Montreal. 


New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Joseph J. Eller, Chairman, 100 W. 59th St., New York. 
Leo Spiegel, Secretary, 241 W. 100th St., New York. 


New YorK DERMATOLOGICAL SOCIETY 
John Frank Fraser, President, 100 W. 59th St., New York. 
Edward R. Maloney, Secretary, 853 7th Ave., New York. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Carroll S. Wright, President, 1402 Spruce St., Philadelphia. 
Jacques P. Guequierre, Secretary, 1930 Chestnut St., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


J. H. Fiscus, Chairman, 121 N. Main St., Greensburg, Pa. 
Claude B. Norris, Secretary, 244 Lincoln Ave., Youngstown, Ohio. 
Place: Pittsburgh. Time: Spring, 1932. 


St. Louis DERMATOLOGICAL SOCIETY 


Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 


SAN FRANcIScCO DERMATOLOGICAL SOCIETY 


Howard Morrow, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 
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Lymphoblastoma, 915 
Lymphogranulomatosis inguinalis, 165 
Lymphosarcoma (?); Hodgkin’s disease, 341 
Mycosis fungoides, 714 
Pellagra, 165 
Pustular psoriasis, 1138 
Recurrent secondary’ syphilid; 
nephritis; scabies, 914 
Schweninger-Buzzi’s disease, 916 


syphilitic 
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Diabetes mellitus; acromegaly with diabetes 
mellitus and xanthoma diabeticorum, 117 
sugar content of skin and muscle in diabetic 
and non-diabetic persons, 455 
Diasio, F. A.: Pityriasis lichenoides et varioli- 
— acuta (Habermann) ; report of case, 


Diet, seasonal variations in incidence of dis- 
eases and influence of diet on experimental 
sensitizations, 652 

a - peaeceaaee occupational sensitization to, 
109 


Diphtheria, cutaneous infection with a diph- 
theroid bacillus, 299 
scarlatiniform exanthem and serotherapy in 
course of, 458 
toxin-antitoxin, reappearance of chickenpox 
lesions following administration of, 869 
Directory of dermatologic societies, 174, 350, 
530, 719, 930, 1143 
Disease, seasonal variations in incidence of dis- 
eases and influence of diet on experimental 
sensitizations, 652 
Dixon, R. S.: Pityriasis rosea, 161 
Prickle cell epithelioma, 161 
Dmelcos’ vaccine; differential diagnostic value 
of Frei’s reaction and therapeutic test 
with Dmelcos’ vaccine in Nicolas-Favre’s 
disease and chancroidal bubo, 872 
Dorne, M.: Treatment of superficial fungus in- 
fections with long wave length roentgen 
rays (grenz rays), *409 
Driver, J. R.: Acrodermatitis perstans, 163 
Actinomycosis, 344 
Arterial embolism following injection of mer- 
curic salicylate, 345 
Cylindroma, 344 
Hidradenoma of lower eyelids, 345 
Keratosis follicularis, 917 
Lymphangioma, 162 
Melanosis of Riehl, 715 
Pustular psoriasis, 342 
Duelming, W. W.: Roentgen dermatitis, 322 
Dyskeratosis: See Keratosis 
Dysplasia, hereditary ectodermal dysplasia, 647 


Ebert, M. H.: Case for diagnosis, 702 
Lupus pernio, 700 
Ectodermal dysplasia, hereditary, 647 
Eczema and lymphangitis, 1126 
due to fungi; report of a case in an 18 
months old baby, *554 
food, 494 
functional tests to determine disposition to 
development of, 877 
infantile, 301 
infantile, with reference to use of milk-free 
diet, 118 
infectious eczematoid dermatitis, 1114 
linear, over an acute lymphangitis, 308 
menstrual, 467 
of exposed areas due to streptococcus, 302 
pathogenesis and therapy of acute eczema and 
acute dermatitis, 1088 
“‘photomicrobic eczema” of face, 2 cases, 871 
primary retroauricular intertrigo due to 
yeasts; secondary eczema of arms and legs; 
biologic reactions, 124 
professional anaphylactic eczema from dyed 
fur; hemoclastic crisis, 650 
vaccine infection in, 876 
Edema, solid, 466, 671 
Elephantiasis nostras (solid edema), 671 
Eller, J. J.: Fatal tododerma, *745 
Keratosis palmaris et plantaris, 501 
Lupus erythematosus, 925 
Lupus erythematosus or telangiectasia, 476 
Rosacea-like tuberculid of Lewandowsky, 922 
Tuberculid, 681 
Embolism, arterial, following injection of mer- 
curic salicylate, 345 
incidence in treatment of varicose veins with 
sclerosing solutions, report of fatality, 870 
Enamel workers, occupational cutaneous condi- 
tions in, 1089 
Encephalitis and generalized eruption following 
vaccination, 134 
hemorrhagic, after neoarsphenamine, 646 
loss of viricidal property in serums from 
patients with herpes and encephalitis, 646 












INDEX TO 





Endameba histolytica; amebiasis cutis (End- 
ameba histolytica) ; report of 2 cases, *1 
Endocrine Glands, defect due to syphilis, 1111 
excessive ultraviolet irradiation, effect on, 452 
skin in endocrinopathies; 3 cases of atypical 
circumscribed myxedema, 658 
Engman, M. F., Jr.: Amebiasis cutis (Endameba 
histolytica) ; report of 2 cases, *1 
Epidermodysplasia, is epidermodysplasia ver- 
ruciformis (Lewandowsky-Lutz) an _ indi- 
vidual dermatosis, 308 
Epidermolysis bullosa, 513 
Epidermomycosis ; Epidermophytosis : See Mycosis 
Epilation by tweezers in dermatology, 133 
Epinephrine: See Suprarenal preparation 
Epithelioma, 332, (?) 893 
and lupus erythematosus, 691 
and lupus vulgaris, 1125 
basal cell, 143, 917 
basal cell, with metastasis, 146 
early, *835 
in a syphilitic tongue, 463 
left upper eyelid, 1121 
lower lip, 503 
multiple benign cystic, 911 
penis, 299, 1088 
prickle cell, (?)161; 699 
Rumpfhaut, 138 
squamous cell, developing on ulcerated buccal 
lichen planus, 872 
superficial, 332 
a. viosterol in treatment of psoriasis, 


Ergotism, chronic endemic; its relation to vaso- 
motor and trophic diseases, 454 
Erosio interdigitalis in Negress, 139 
interdigitalis, perléche erosio interdigitalis 
(hands), chronic intertriginous mycotic der- 
matitis (feet, groins and inframammary 
region) and mycotic vulvitis and vaginitis, 


Erysipeloid in United States, 118 
serum therapy or intensive ultraviolet ir- 
radiation for, 460 
Erythema annulare centrifuge, 156, 667, 891, 
1133 
elevatum diutinum, 122 
erythematous group of skin diseases with 
especial reference to abdominal pain, 646 
exsudativum, after-examinations of patients 
with erythema nodosum and erythema ex- 
sudativum multiforme do not support view 
of tuberculous nature of these conditions, 
1096 
induratum, papulonecrotic tuberculid, tuber- 
culous elbow and radiodermatitis, 679 
infectiosum, 665 
infectiosum, fifth disease (epidemic erythema 
infectiosum), 311 
manus hereditarium, 153 
multiforme, 341, (7?) 682, (?) 889, 912, 1139 
multiforme apparently of trichophytic origin, 
1087 
multiforme associated with Nicolas-Favre’s 
disease, 873 
multiforme bullosum, 1110 
multiforme bullosum with pigmentation and 
vitiligo, 673 
multiforme perstans, 688 
nodosum, 1087 
nodosum and erythema exsudativum multi- 
forme, after-examinations do not support 
view of tuberculous nature of these con- 
ditions, 1096 
nodosum or Bazin’s disease, 1114 
nodosum, tubercle bacilli in children with, 
demonstration by gastric lavage, 452 
pernio, 713 
Erythroderma, case of erythro-edema, 457 
ease for diagnosis, 514 
chronic, 1123 
chronic streptococcic, 872 
due to gold therapy, 123 
erythrodermie pityriasique et plaques dis- 
séminées, Brocq, 318 
Erythrose peribuccale pigmentosa, case for diag- 
nosis, 891 
Espundia and cutaneous myiasis, 895 
Esthiomene, 4 new cases of anorectal syphiloma 
and esthiomene with positive Frei test, 874 
Excoriation, neurotic, 667 
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Exostoses, subungal, *371 
Eye, lepra of eyes and dynamics of leprous 
process, 1094 
Eyelid, epithelioma of left upper, 1121 
hydradenoma of lower eyelids, 345 
pigmentation of sclerae, eyelids and temples 
(melanin?), 921 


Face, common dermatoses of, 1086 
Fat, hypersensitiveness to wool fat, 455 
multiple locai necroses of subcutaneous fat 
tissue, 458 
quantitative and qualitative determinations of 
human skin fat, 460 
subcutaneous atrophy of, 908 
Favus, 664, 665, 713, (?) 916 
of American origin, 694 
Feit, H.: Basal cell epithelioma with meta- 
Stasis, 146 
Erythrose peribuccale pigmentosa, 891 
Late secondary syphilis, 484 
Phenolphthalein eruption, 680 
Psoriasis (familial), 145 
Trophic ulcer, 1108 
ees a S.: Pityriasis rosea (second attack), 
98 


Fever, Therapeutic: 
peutic 
therapeutic; bacterial protein fever in treat- 
ment of syphilis in rabbit, *546 
therapeutic; taboparesis treated by hyper- 
pyrexia induced by hot baths, 457 
Fibroid syphilomas, 334 
Fibroma, case for diagnosis, 474 
lupus vulgaris, hydrocystoma and multiple 
fibromas, 324 
Filaria loa: See Loa loa 
Finnerud, C. W.: Annular papular syphilis 
occurring almost simultaneously in a 
father and three young children, 327 
Lupus vulgaris, hydrocystoma and multiple 
fibromas, 324 
Perléche, erosio interdigitalis (hands), chronic 
intertriginous mycotic dermatitis (feet, 
groins and inframammary region) and my- 
cotic vulvitis and vaginitis, 321 
Foerster, H. R.: Rhinoscleroma, 696 
Folliculitis decalvans and lichen spinulosus; 
report of case, *101 
Fordyce-Fox Disease: 


See also Malaria, thera- 


See Fox-Fordyce Dis- 


ease 

Fournier, conférence internationale de défense 
sociale contre la _ syphilis; centenaire 
d’Alfred Fournier, 451 


Fox, E. C.: Fatal iododerma, *745 
Fox, H.: Acrodermatitis atrophicans chronica, 
1129 


Dermatology in Soviet Russia, *853 
Erythema multiforme bullosum (7), 1110 
infectious eczematoid dermatitis (?), 1114 
Lichen planus confined to mouth, *1071 
Lichen planus linearis, 712 
Lingua nigra, 710 
Maculo-anesthetic leprosy, 1127 
Microsporid following roentgen ray epilation 
of scalp, 684 
Mycosis fungoides, 1127 
Radiodermatitis, 681 
Sarcoma of leg, 1133 
Fox-Fordyce disease, 305, 698 
diagnosis of, 308 
in which a cure was obtained by antisyphilitic 
treatment, 132 
Frambesia, cholesterol content of blood serum 
in yaws, *418 
clinical value of combined Kahn and Wasser- 
mann tests in tropics with special reference 
to yaws and syphilis, 310 
experimental syphilis and yaws in rabbits 
inoculated through subarachnoid space, 462 
incidence in south Pacific, 871 
Frank, L. J.: Lichen planus and angiokeratoma, 
467 


Lupus vulgaris, 469 
Fraser, J. F.: Argyria and dermatitis, 474 
Tinea amiantacea, 925 
Freeman, C. D.: Disseminated lupus erythe- 
matosus acutus, 884 
Pemphigus neonatorum congenitus or im- 
petigo neonatorum congenita, *1058 
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Frei test, 4 new cases of anorectal syphiloma 
and esthiomene with positive Frei test, 874 
differential diagnostic value of Frei’s reaction 
and therapeutic test with Dmelcos’ vaccine 
in Nicolas-Favre’s disease and chancroidal 
bubo, 872 
Friedman, R.: Symptomatic and asymptomatic 
ringworm of feet; report based on a study 
of 1073 consecutive cases in dispensary, 
covering a period of 1 year, *430 
Fumigation as an aid in control of superficial 
fungus infections, *283 
Fungus, eczema due to fungi; report of case in 
baby, *554 
infection, 698 
infections, fumigation as an aid in control of 
superficial fungus infections, *283 
infections, treatment of superficial fungus in- 
fections with long wavelength roentgen 
rays (grenz rays) *409 
professional anaphylactic eczema from 
dyed fur; hemoclastic crisis, 650 
Furunculosis, autohemotherapy in, 136 
exfoliative dermatitis from neoarsphenamine ; 
autohemotherapy followed by furunculosis ; 
biologic tests for sensitization to neo- 
arsphenamine, 304 
local treatment with pure sulphonated bitu- 
men, N. F., 87 


Gager, E. C.: Acrodermatitis atrophicans, 884 
Questionable syphilis, 883 
Gammel, A.: Localized neurofibromatosis, 
71 


Fur, 


712 

Gandy, D. T.: Interpretation of dermoluetin 
reaction in syphilis; experience with 
Kolmer organic extract, *937 

Gangrene, cutaneous, 154 

Garner, V. C.: Parapsoriasis en plaques dis- 
seminées, 1098 

Syphilitic bursopathy of Verneuil, *591 

Gastro-intestinal tract, pellagra secondary to 
benign and carcinomatous lesions and dys- 
function of, 454 

Gauvain, E. A.: Menstrual eczema, 467 

Genitalia, nonsyphilitic condition of genitalia 
resembling secondary syphilitic papules, 


878 
Gerson diet in lupus vulgaris; lupus erythe- 
matosus, 323 
Gilman, R. L.: Senear-Usher syndrome; a 
dermatosis combining features of lupus ery- 
thematosus and pemphigus, *84 
Dermatitis venenatum, 687 
Syringoma, 1097 
Gingivitis, proliferative, of pregnancy ; report of 
cases, *580 
Glycerin, diluted, as an agent in occlusion of 
varicose veins, 124 
in four cases of Nicolas-Favre’s disease, 651 
Goeckerman, W. Cutaneous lymphoblas- 
toma; report of 2 unusual cases, *383 
Treatment of psoriasis; continued observation 
on use of crude coal tar and ultraviolet 
light, *446 
Gold compound, cases of lupus erythematosus 
and lupus vulgaris treated by intracuta- 
neous injections of gold compound into 
lesions, 484 
compounds, eruption following injections of 
gold compounds, 150 
4-amino-2 auro-thiophenol carbonic acid in 
skin diseases, 1092 
in spinal fluids in persons treated by intra- 
venous injections, 873 . 
modification of therapy with gold compounds 
in lupus erythematosus; preliminary com- 
munication, *110 
salt, exfoliative dermatitis following treat- 
ment, 304 
sodium chloride, intravenously in lichen 
scrofulosorum, 885 
therapy, erythroderma due to, 123 
therapy in parapsoriasis, 871 
therapy in syphilis, 125 
therapy, keratoderma due to gold therapy, 303 
therapy, papulosquamous tuberculids cured by 
gold therapy, 304 
therapy with severe shock, 125 
Golden, L. A.: Complete loss of pigment in 
skin of Negro; case of complete leuko- 
derma, *1069 
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Goldmann, B. A.: Favus, 665 
Molluscumfibrosum, 336 
Tularemia, 666 
Gonococcal stomatitis, 458 
Goodman, H.: Erythema induratum, papulo- 
necrotic tuberculid, tuberculous elbow and 
radiodermatitis, 679 
Erythema multiforme, 889 
Pityriasis lichenoides, 898 
Syphilis, urticaria pigmentosa 
tongue, 898 
Goodman, M. H.: Multiple lesions of skin ap- 
parently of epithelial origin resembling 
yom mycosis fungoides, report of case, 
* 


and hairy 


Graham, J. C.: 
Granuloma, 902 
annulare, 143, (?) 166, 316, 651 
fungoides, 511 
inguinale of glans penis, 338 
of oral mucosae, 664 
telangiectodes, 879 
Grass pollen, urticaria due to, 298 
Greenbaum, 8. 8.: Lichen scrofulosorum treated 
with gold sodium chloride intravenously, 


Psoriasis in a Negro, 692 


885 
ses lichenoides et varioliformis acuta, 
8 


Grenz rays: See Roentgenotherapy 
Grimes, E.: Autohemic treatment of rhus 
toxicodendron dermatitis, *725 
Gross, P.: Lupus vulgaris and lichen scrofu- 
losorum treated by diet, 492 
Pityriasis lichenoides chronica, 1103 
Tuberculosis, 1102 
Gummas, nodular nonulcerative gummas, 168 
of median nerve, 1107 
of penis and scrotum, 163 
of skin after malaria therapy, 877 
with malignant degeneration, 1137 
Guy, W. H.: Carcinoma of lip, 666 
Favus, 665 
Miliary lupus resembling rosacea, 338 
Neurotic excoriation, 667 
von Recklinghausen’s disease, 336 
Tularemia, 666, 900 
Hair, acquired progressive kinking of hair of 
sealp, 315 
hairless mammals; comparative histologic 
studies; preliminary report, *196 
heterochromia of, 460 
localized hypertrophy of hairs after epilation 
of scalp with x-rays, 127 
superfluous, of forearms and lumbar region 
in girl aged 5 years, 314 
Hansen’s Disease: See Leprosy 
Harkins, M. J.: Chemotherapy of ringworm in- 
fection; preliminary report, *1033 
Harris, J. H.: Epithelioma, 893 
Hasley, C. K.: Scleroderma, 162 
Heart disease, syphilitic, 644 
failure, treatment of cardiovascular syphilis 
with reference to aortic regurgitation with 
congestive heart failure, 296 
pathologico-anatomic changes in muscles, ves- 
sels and valves of hearts of rabbits in ex- 
perimental syphilis, 131 
Heat, skin reactions produced by alternations 
ee and x-ray at various time intervals, 


Hedge, H. M.: Blood in psoriasis, with refer- 
aes to calcium, phosphorus and potassium, 


Heller, N. B.: Acute dermatitis due to opium 
preparations, *417 

Hemangiomas, cavernous, injection treatment 
of; report of case and historical review, 
*992 

Hemato-Encephalic barrier: See Meninges, per- 
meability 

Hematolymphangioma of tongue, 877 

Hematoporphyria, acute, report of 2 cases, 454 

Hemochromatosis, Schamberg’s disease associated 
with, *380 

Henderson, K. I.: Presence of uneven quanti- 
ties of bismuth in oily bulk suspension of 
bismuth salts, *739 
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Herpes and allied conditions, 1084 
loss of viricidal property in serums from 
patients with herpes and encephalitis, 646 
simplex or febrilis, 654 
zoster, bilateral, following 
poisoning, *280 
zoster, pathogenesis and physiology, 649 
zoster-varicella problem, 653 
Heterochromia of hair, 460 
Heterothallism among dermatophytes ; 
into 3 of commoner species, *22 
Hidradenoma of lower eyelids, 345 
Histamine, cutaneous reactions: reactions in 
occlusive and spastic vascular disease and 
in chronic infectious arthritis, 453 
Hodgkin’s Disease: See Lymphogranuloma 
Hollander, L.: Blastomycosis, 338 
Carcinoma (basal cell type), 337 
Dermatitis herpetiformis, mycosis fungoides, 


acute arsenic 


inquiry 


904 
Erythéme annulare centrifuge, 156 
Large nodular type of sarcoid of Boeck or 
nodular tuberculosis of hypoderm (Wende), 
153 
Lichen chronicus simplex, 904 
Psoriasis guttata, 902 
Scieroderma, 903 
Tertiary syphilis, 335 
Tuberculosis luposa, 338 
Hopkins, H. H.: Prognostic import of negative 
spinal fluid in early and in latent syphilis, 
*404 
Hopkins, J. G.: Dermatitis venenata (mer- 
cirex ointment) with secondary staphylo- 
coccus infection, 497 
Food eczema, 494 
Tularemia (ulceroglandular type), 495 
Horn, cutaneous horn on amputation stump, 121 
Hydrocystoma, lupus vulgaris and multiple 
fibromas, 324 
Hydrogen ion concentration of surface of skin 
in various dermatoses, 307 
Hyperkeratosis: See under Keratosis 
Hyperpyrexia: See under Fever 
Hypertrichosis: See Hair, superfluous 
Hypoderm, tuberculosis of hypoderm simulating 
Madura foot, 124 


ichthyosis hystrix linearis, 906 
Idiophagedena of vulva; geometric phagedena 
of Brocq and Simon, 124 
Impetigo bullosa; relationship of dermatitis ex- 
foliativa neonatorum Ritter and impetigo 
bullosa in adult, *830 
contagiosa neonatorum, 455 
neonatorum congenita or pemphigus neona- 
torum congenitus, *1058 
with unusual hyperpigmented residua, 152 
Industrial diseases; compensable disability in 
occupational dermatoses, *401 
cutaneous conditions in enamel workers, 1089 
dermatoses due to arsenic, 1089 ’ 
neoplastic disease, 1083 
sensitiveness of skin; sensitization to dinitro- 
chlorbenzol through, 1091 
Infections, treatment of septic infections of 
derma and hypoderm by intradermal and 
subcutaneous injections of phenol in gly- 
cerine, 1088 
Insulin and ulcers of leg, 650 
Intertrigo, primary retro-auricular intertrigo due 
to yeasts; secondary eczema of arms and 
legs; biologic reactions, 124 
Iododerma, fatal, *745 
Iodoform idiosyncrasy, 306 
Itch: See Scabies 
Ivy, Poison: See under Rhus 


Jacob, F. M.: Bilateral herpes zoster following 
acute arsenic poisoning, *280 
Carcinoma of lip, 666 
Miliary lupus resembling rosacea, 338 
Neurotic excoriation, 667 
Tularemia, 900 
Jamieson, R. C.: 
syphilis, 161 
Jaundice, pathology of yellowing dermatoses; 
nonxanthomatous (jaundice, carotinemia, 
blood pigmentation, melanin, colloid degen- 
eration and elastic degeneration), *954 
primary syphilis in presence of congenital 
hemolytic icterus, 335 


Ulerythema ophryogenes and 
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Jugular compression: an adjunct in treatment 
of syphilis of central nervous system, *727 
Juxta-Articular Nodules, subcutaneous, 1085 
syphilitic, 296 
syphilitic, symbiotic infection in, 1091 


Kahn, B. L.: Bacteriophage therapy for pyo- 
dermia; report of 20 cases, *218 
Tuberculous adenitis previously diagnosed as 
Hodgkin’s disease, 1099 
Kahn Reaction: See Syphilis, serodiagnosis 
Kenney, F. P.: Lupus vulgaris, 666 
Sarcoid: Darier-Roussy, 155 
Keratitis, arsenical exfoliative, 1084 
Keratoderma, arsenical, 526 
blennorrhagicum, *291 
due to gold therapy, 303 
Keratoma plantare sulcatum (Castellani), *271 
Keratosis, 478 
arsenical dermatitis followed by keratosis and 
alopecia, 676 
arsphenamine dermatitis with marked kera- 
tosis of palms and soles, 1103 
congenital, 659 
dyskeratosis (Bowen), 326 
dyskeratosis (Darier) and _ hyperkeratosis 
(Kyrie), 652 
follicularis (Darier’s disease), 315, 690, 917 
hyperkeratosis (Kyrle) and  dyskeratosis 
(Darier), 652 
palmaris et plantaris, 140, 501 
palmaris hereditaria, 336 
plantaris and onychauxis, 711 
seborrheic, 500 
seborrheic, of nevoid and verrucose types, 


504 
Kerion microsporicum with hematogenous and 
ectogenous microsporids, report of a case, 


7 
Ketron, L. W.: 
parently of epithelial 


Multiple lesions of skin ap- 
origin resembling 


= mycosis fungoides, report of case, 
58 


Kidney, adenocarcinoma with unusual mani- 
festations, 1084 

cae. J.: Chancre of penis in boy of 6, 
684 


Erythema annulare centrifuge, 891 
New antimony compound in treatment for 
leprosy, *1053 
Kistiakovsky, E. V.: Unusual coloration of 
skin and mucous membrane in Aryans, *247 
Klein, H. N.: Case for diagnosis, 882 
Kolmer, J. A.: Bacterial protein fever in treat- 
ment of syphilis in rabbit, *546 
Kolmer organic extract, *937 
Koremlu, report of thallium acetate poisoning 
following use of, 646 
Kurtz, M. B.: Serologic tests for syphilis, 
with special reference to treatment; com- 
parative study, *104 


Lane, J. E.: Hypertrophic lichen planus with 
vesicle formation, 919 
Pemphigus of mouth, 920 
Laparotomy, mycosis fungoides following, 298 
Larva Migrans: See Creeping eruption 
Lawless, T. K.: Report on ‘“‘a new form of 
therapy for psoriasis,’ *864 
Leather, dermatitis venenata due to shoe leath- 
er, report of 2 cases, *597 
Leiomyomas, multiple, 498 
Lentigo maligna; report of case treated with 
radium, 1083 
Leprosy, 122, 454, 472, 516 
dynamic classification of clinical forms of 
lepra, 1093 
lepra ad eyes and dynamics of leprous process, 
109 


lupoid “en placard’’; rare form of Boeck’s 
disease provoked by traumatism and sim- 
ulating leprosy, 300 

maculo-anesthetic, 1127 

new antimony compound in treatment for, 
*1053 

phosphorus, total calcium and diffusible cal- 
cium content of blood sera of lepers and 
their relation to bone changes, 456 

Leukemia cutis, report of case, *587 

lymphatic, and tertiary syphilis, 1114 

lymphatic, zoster generalisatus (varicellosus), 
leukemia lymphatica and arsenic, 877 

transmissible lymphoid leucemia of mice, 456 
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Leukoderma: See Vitiligo 
Leukomelanoderma following neoarsphenamine 
dermatitis, 1089 
Leukonychia: See under Nails 
Leukoplakia buccalis, 647 
Lewis, G. M.: Dermatitis venenata due to shoe 
leather; report of 2 cases, *597 
Lichen chronicus simplex, 904 
pilaris spinulosus, 317 
ruber, rarer forms of, 127 
sclerosis, 1125 
scrofulosorum, 661 
scrofulosorum, gold sodium chloride intrav- 
enously in, 885 
scrofulosorum treated by diet, 492 
spinulosis and folliculitis decalvans; report 
of a case, *101 
Lichen Planus, 139, 158, (?) 160, 1125 
and angiokeratoma, 467 
and psoriasis, 1105 
and psoriasis in same patient, 709 
atrophicus, 340, 468 
atrophicus et sclerosis, 523 
oullosum, 337 
confined to mouth, *1071 
following diagnosis of pityriasis rosea, 329 
hypertrophic, with associated ordinary 
lichen planus, 1098 
hypertrophic, with vesicle formation, 919 


linearis, 712, 913 
papular syphilids resembling lichen planus, 


sclerosus, case for diagnosis, 474 
sensitization dermatitis, occurring in patient 
with lichen planus after second dose of 
acetylarsan, 873 
squamous cell epithelioma developing on ul- 
cerated buccal lichen planus, 872 
syphilis resembling, 507 
unusually severe case, 501 
Lichtenstein, J. V.: Tryparsamide therapy; 
follow-up report on 76 patients with neuro- 
syphilis treated with tryparsamide, *182 
Light, 8S. E.: Injection treatment of cavernous 
hemangiomas; report of case and historical 
review, *992 
Microscopic demonstration of ringworm; re- 
sults of 733 examinations, *108 
Light, penetration through human skin, 310 
Lingua: See Tongue 
Lip, cancer, 666 
cancer, radiation therapy in, 880 
epithelioma of, 503 


Livedo racemosa, 1121 
reticularis, 694 
Loa-loa, 299 
Ludy, J. B.: Sensitiveness to mercury, 884 
Luetin test: See under Syphilis 
Lung, syphilis, 454 
Lupoid ‘en placard’; rare form of Boeck’s 
disease provoked by traumatism and sim- 
ulating leprosy, 300 
Lupus carcinoma, 508 
dietary therapy of, 311 
erythrematodes, bismuth therapy of, 132 
erythematosus, 323, 686, 925, 1131 
erythematosus, acute disseminated, 884, 1116, 
123 


erythematosus and epithelioma, 691 

erythematosus and idiopathic macular 
atrophy, 897 

erythematosus disseminatus, *786 

erythematosus in infancy and in childhood, 
*999 

erythematosus, modern treatment of, 462 

erythematosus, modification of therapy with 
gold compounds in lupus erythematosus ; 
preliminary communication, *110 

erythematosus or telangiectasia, 476 

erythematosus, psoriasis resembling lupus: 
trichostasis spinulosa, 1135 

erythematosus: roentgen-ray dermatitis and 
psoriasis, 505 

erythematosus, salt of auro-allylthiocar- 
bamidobenzoic acid in, 127 

erythematosus; Senear-Usher syndrome; a 
dermatosis combining features of lupus 
erythematosus and pemphigus, *84 


Lupus—Continued 
erythematosus, treated by intracutaneous in- 
jections of a gold compound, 484 . 
a * - anaes with carcinomatous changes, 


miliaris disseminatus, 903 

miliaris, disseminatus faciei, 525 

miliaris faciei, 672 

miliary lupus resembling rosacea, 338 
pernio, 694, 70 

pernio and sarcoid of Boeck, 1090 

pernio, tubercle bacilli in, 459 

problem in southern Hungary, 307 

— 151, 317, 469, 509, 663, 666, 688, 


vulgaris and epithelioma, 1125 

vulgaris and lichen scrofulosorum treated by 
diet, 492 

vulgaris and syphilis, 1113 

vulgaris, case with particularly striking spe- 
cific general and local reaction, 307 

vulgaris erythematoides, 524 

— hydrocystoma and multiple fibromas, 


vulgaris, medical treatment of, 459 
vulgaris of nose: tuberculous dactylitis, 905 
vulgaris (treated by Gerson diet), lupus 
erythematosus, 323 
vulgaris, treated by intracutaneous injections 
of gold compound, 484 
vulgaris, treatment with roentgen rays, 128 
Lymph Nodes, experimental research concerning 
syphilitic lymph gland infection of apes, 879 
investigation of flora of lymphatic glands in 
skin diseases of unknown origin, 454 
spirochaeta pallida in regional lymphatic 
nodes in syphilitic mice, 461 
sun rays combined with roentgen rays in 
tuberculosis of, 135 
tuberculous adenitis previously diagnosed as 
Hodgkin’s disease, 1099 
Lymphangio-endothelioma, cystic, of scrotum, 
306 


Lymphargioma, 162 
inguinal; Nicolas-Favre disease, case verified 
by inoculation of a monkey, 303 
inguinale, cutaneous reactions te nonspecific 
antigens (chancroidal and tuberculin) in 
Nicolas-Favre’s disease, 875 
inguinale; differential diagnostic value of 
Frei’s reaction and therapeutic test with 
Dmelcos’ vaccine in Nicolas-Favre’s disease 
and chancroidal bubo, 872 
inguinale; erythema multiforme associated 
with Nicolas-Favre’s disease, 873 
inguinale; intradermal reactions in Nicolas- 
Favre’s disease, 874 
inguinale; Nicolas-Favre’s disease, 874 
inguinale; Nicolas-Favre’s disease, glycerin 
injections in, 651 
inguinale; Nicolas-Favre’s disease variety of, 
with formation of abscesses, 874 
inguinale; Nicolas-Favre’s disease with ano- 
rectal stricture, atypical manifestation, 
874 
inguinale; specific intradermal test in 
Nicolas-Favre’s disease, 875 
of buttock, 341 
Lymphangitis and eczema, 1126 
case for diagnosis, 475 
linear eczema over an acute lymphangitis, 
308 
Lymphatic system, changes in lymphatic sys- 
tem in experimental syphilis of rabbit (in- 
volvement of regional lymphatic nodes in 
testicular syphilis), 461 
Lymphoblastoma, case for diagnosis, 915 
cutaneous, report of 2 unusual cases, *383 
Lymphogranuloma, 341; 506 
inguinale, 147, 165, 208, 679 
inguinale, distribution of, 877 
—— (purulent inguinal adenopathies), 
873 
inguinale, subacute, radiotherapy of, 875 
surface lymphogranulomatos!s confined to oral 
and penile mucosa, report of case, *288 
tuberculous adenitis previously diagnosed as 
Hodgkin's disease, 1099 
with unusual eruption. 648 





INDEX TO 


Lymphosarcoma (?); Hodgkin’s disease, 341 
Lynch, F .: Acute psoriasis, 331 
Fibroid syphilomas, 334 
Hypertrophic scars at sites of healed ulcer- 
ated nodules of syphilis, 1119 
Lichen planus, following a diagnosis of pity- 
riasis rosea, 329 
Nevus telangiectaticus, 1118 
Primary syphilis in presence of congenital 
hemolytic icterus, 335 
Psoriasis, 330 
Scar depigmentation in Negro following 
superficial ulcerating lesions of syphilis, 
1120 


M 303, new antimony compound in leprosy, 
*1053 


MacKee, G. M.: 
grenz rays, 926 
Macula atrophy, case for diagnosis, 474 
eruption, case for diagnosis, 472 
idiopathic macular atrophy, 144 
Madden, J. F.: Case for diagnosis, 882 
Epithelioma, 332 
Epithelioma of left upper eyelid, 1121 
Lupus erythematosus acutus disseminatus, 
1123 


Telangiectasia caused by 


Nodular ulcerating syphilid, 1121 
Parapsoriasis, 1120 
Strophulus, 1119 
Madura Foot: See Mycetoma 
Malaria, therapeutic; gummas of skin after, 877 
therapeutic; inoculations of malaria for 
treatment of tabes, 135 
therapeutic; rupture of spleen in malarial 
therapy in syphilis, 118 
Maloney, E. Psoriasis resembling lupus 
erythematosus; trichostasis spinulosa, 1135 
Mayer, R. L.: Sensitizations; regional, seasonal, 
dietary and other influences accounting for 
variations and fluctuations, *537 
Maynard, M. T. R.: Mycosis fungoides, 660 
Meinicke Reaction: See under Syphilis 
Melanin, pathology of yellowing dermatoses, 
4 


pigmentation of sclerae, eyelids and tempies 
(melanin?), 921 
Melanoma, 152, 521 
influence of aqueous extract of suprarenal 
cortex on growth of carcinoma, sarcoma, 
and melanoma in animals, 1083 
malignant, 1117 
melanosis of Riehl, 715 
melanosis lenticularis of Hutchinson, 1117 
of penis, 663 
Meleney, H. E.: Amebiasis cutis (Endameba 
histolytica), report of 2 cases, *1 
Meninges, permeability; “hemato-encephalic 
barrier” in syphilis, 309 
Weil-Kafka hemolysin reaction in study of 
meningeal permeability, 125 
Menstruation, eczema in, 467 
Mercirex ointment as cause of dermatitis vene- 
nata with secondary staphylococcus infec- 
tion, 497 
Mercury, arterial embolism following injection 
of mercuric salicylate, 345 
association of reducing compounds and mer- 
curials in pomades, 300 
sensitiveness to, 884 
Metasyphilis: See Syphilis, congenital 
Michelson, H. E.: Acute disseminated lupus 
erythematosus, 1116 
Case for diagnosis, 328 
Case for diagnosis (eruption caused by 
phenolax ; recurrent macular annular 
syphilid? Pityriasis rosea’), 329 
Chronic erythroderma, 1123 
Epithelioma of left upper eyelid, 1121 
Livedo racemosa, 1121 
Lupus’ erythematosus 
1123 
Lupus vulgaris, 1122 
Melanosis lenticularis of Hutchinson, 1117 
Nodular ulcerating syphilid, 1121 
Parapsoriasis, 1120 
Pityriasis lichenoides chronica, 328 
Psoriasis, 331 
Psorospermosis follicularis vegetans, 1117 
Strophulus, 1119 
Superficial epitheliomatosis, 332 
Tuberculosis of skin, 1115 


acutus disseminatus, 
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Microsporid following roentgen ray epilation 
of scalp, 684 

kerion microsporicum with hematogenous and 

ectogenous microsporids, report of a case, 


Milkers’ nodes, etiology of, 1093 
Miller, H.: Periadenitis mucosa necrotica re- 
currens, 663 
Sarcoid, 663 
Mineral content of skin under normal and 
pathologic conditions; variations in potas- 
sium, calcium, chloride and water content 
of skin of rabbits and guinea-pigs under 
proportionate nourishment and in starva- 
tion and thirst, 129 
Miners, carbuncle and boils among, 310 
Mitchell, J. H.: Favus of American origin, 694 
Lupus pernio? 700 
Moles: See Nevus 
Molluscum contagiosum, 488 
fibrosum, 336 
Monash, S.: Modification of therapy with gold 
compounds in lupus erythematosus; pre- 
liminary communication, *110 
Proliferative gingivitis of pregnancy ; 
of cases, *580 
Monilia, infections of skin by monilia and other 
yeast-like organisms, 121 
pathogenicity of monilia and other yeast-like 
fungi, 120 
skin-diseases due to monilia and other yeast- 
like fungi, 120 
vulvovaginitis, 309 
Montgomery, H.: Cutaneous lymphoblastoma ; 
report of 2 unusual cases, *383 
Mook, W. H. Lupus erythematosus  dis- 
seminatus, *786 
Morginson, W. J.: Lupus miliaris disseminatus, 
903 


report 


Melanotie sarcoma, 668 
Morphea: See also Scleroderma 
Morphea, 888, 912 
with atypical features, 313 
Mouth, cancer, radiation therapy in, 880 
granuloma of oral mucosae, 664 
pemphigus of, 920 
surface lymphogranulomatosis confined to 
oral and penile mucosa; report of a case, 
*288 
Mucous membrane, unusual coloration of skin 
and mucous membrane in Aryans, *247 
Miller conglobation reaction II (simplified 
technic), 703 
Mumps: See Parotitis 
Muscles, pathologico-anatomic changes’ in 
muscles, vessels and valves of hearts of 
rabbits in experimental syphilis, 131 
Sugar content of skin and muscle in diabetic 
and non-diabetic persons, 455 
Mycetoma, tuberculosis of hypoderm simulating 
Madura foot, 124 
Mycosis: See also Actinomycosis; Blastomycosis 
achromatic epidermomycosis due to Hemi- 
spora stellata, 306 
dermatophytosis, arsenical dermatits, 900 
fungoides, 151, 660, 711, 714, 905, 913, 1127 
fungoides (?) dermatitis exfoliative (?), 489 
fungoides, dermatitis herpetiformis, 904 
fungoides following laparotomy, 298 
fungoides, multiple lesions of skin apparently 
of epithelial origin resembling clinically 
mycosis fungoides, report of case, *758 
fungoides with papillomatosis of areolae, 648 
trichophytin as a diagnostic and therapeutic 
agent in mycotic infections of skin, 456 
ungual, 124 
Myiasis, cutaneous and espundia, 895 
Myxedema, circumscribed atypical, 658 
circumscribed, of skin, *255 
histopathology of skin in, *55 


Nails, leukonychia; its normal occurrence and 

causation, *112 

mycosis, 124 

onychauxis and keratosis plantaris, 711 

onychomycosis, 709 

paronychia due to a yeast-like organism with 
curious discoloration of nails, 123 

subungual exostoses, *371 

syphilitic onychia, 340 

total congenital anonychia, 877 

unusual dystrophy of, 906 
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Negro: See also under names of various dis- 
eases 

complete loss of pigment in skin of, case of 
complete leukoderma, *1069 

scar depigmentation in Negro following 
superficial ulcerating lesions of syphilis, 


Neoarsphenamine: See Arsphenamine 
Nephritis, recurrent secondary syphilid ; syphilitic 
nephritis; scabies, 914 
yellow discoloration of skin in, 653 
Nerve, gumma of median nerve, 1107 
Nervous System, Syphilis: See Syphilis 
Netherton, E. W.: Granuloma annulare, 166 
Sarcoid (Boeck), 167 
Thallium poisoning produced by depilatory 
cream (alopecia and multiple peripheral 
neuritis), 918 
Trichophytosis barbae (nodular type), 166 
Neuritis, multiple peripheral neuritis due to 
thallium, 918 
—: polyneuritis from thallium acetate, 
870 


Neurofibroma, localized neurofibromatosis, 712 
Neuroses, neurotic excoriation, 667 
Neurosyphilis: See under Syphilis 
Nevus, (?) 512, 1000 
formation, 1094 
keratotic cavernous nevi of scrotum, 125 
linear, 517 
pigmentosus, 161 
telangiectaticus, 1118 
ee Favre's Disease: 
guin. 
Nielsen, J 0.: Cholesterol content of blood 
serum in yaws, *418 
Nodules, subcutaneous 
articular type, 1085 
Nomland, R.: Favus of American origin, 694 
Paraffinoma, epithelioma (prickle cell?), 699 
Norris, C. B.: Lichen planus, 158 
Melanoma, 152 
Multiple sarcomatosis, 904 
Scleroderma, 158 
Tertiary syphilis, sarcoma, 156 


See Lymphangioma in- 


nodules of juxta- 


OBITUARY: 
Shelmire, J. B., 294 
Occupational Diseases: See Industrial Diseases 
Ochs, B.: Seborrheic keratoses, 500 
Syphilis, 909 
v. Oettingen, W. F.: Presence of uneven 
quantities of bismuth in oily bulk suspension 
of bismuth salts, *739 
Oils, mineral, carcinogenic potency of, 1085 
Oliver, E. A.: Bowen’s disease, 695 
Lupus pernio, livedo reticularis, 694 
Onychauxis: See under Nails 
Onychia: See under Nails 
Onychomycosis: See under Nails 
Opium, acute dermatitis due to opium prepa- 
rations, *417 
Oulmann, L.: Alopecia areata following thallium 
acetate treatment for tinea capitis, 314 
Lupus vulgaris, 317 
Xeroderma pigmentosa in brothers, 683 


Pachydermatoceles, hemorrhage into and in- 
fection of large tumors (pachydermatoceles) 
in Recklinghausen’s disease, 1085 
Paget’s disease of glans penis with central 
carcinomatous degeneration, *396 
Palate, ulcer of, 661 
Paraffinoma, 699, 1109 
Paraphenylendiamine, oo of hypersen- 
sitivity to, in guinea-pig, 6 
Parapsoriasis, (?) 153, 325, ny “1120, (?) 1128 
en plaque, 155 
en plaques disseminées, 1098 
gold therapy in, 871 
in patches, 899 
varicelliformis, 146 
with palmar lesions, 325 
Parathyroidectomy in scleroderma, 881 
Paronychia due to a yeast-like organism with 
curious discoloration of nails, 
Parotitis, syphilitic, *236 
Parounagian, M. B.: Annular syphilid, 911 
Epithelioma of lower lip, 503 
Lichen planus (unusually severe case), 501 
Lupus erythematosus: roentgen-ray derma- 
titis and psoriasis, 505 


Parounagian, M. B.—Continued 
— leukemia and tertiary syphilis, 


Mottled chin due to syphilis, 318 
Multiple chancres, 502 
Sarcoid, 
Seborrheic keratoses of nevoid and verrucose 
types, 
Peck, S. M.: Eczema due to fungi, report of 
case in an 18 months old baby, *554 
Pellagra, 165, 464 
and vitamin B, 1087 
forty-three cases, 1095 
secondary to benign and _ carcinomatous 
lesions and dysfunction of gastro-intestinal 
tract, 454 
Pemphigus, 318, 465, 483, 890, 1105 
animal experiments’ regarding  infectious- 
toxic origin of pemphigus vulgaris and der- 
matitis herpetiformis, 127 
neonatorum congenitus or 
neonatorum congenita, *1058 
of mouth, 920 
Senear-Usher syndrome; a dermatosis com- 
bining features of lupus erythematosus and 
pemphigus, *84 
Penis, carcinoma of, 1119 
epithelioma of, 299, 1088 
granuloma inguinale of, 338 
gumma of penis and scrotum, 163 
Hodgkin’s disease of mucosa of, *288 
melanoma of, 663 
Paget’s disease of glans with central car- 
cinomatous degeneration, *396 
phagedenia of penis, culture of pathogenic 
staphylococcus ; cure by autovaccine 
therapy, 303 
relation of condylomata acuminata to car- 
cinoma of penis, 307 
— mucosa necrotica recurrens, 663, 
11 


impetigo 


1 

Perléche, erosio interdigitalis (hands), chronic 
intertriginous mycotic dermatitis (feet, 
groins and inframammary region) and 
mycotic vulvitis and vaginitis, 321 

Pernio, 327, 519 

Persky, A.: Lichen planus atrophicus, 468 

Perspiration: See Sweat 

Phagedenia of penis; 
staphylococcus ; 
therapy, 303 

Phagocytosis, promotion of phagocytosis by 
calcium gluconate, sodium iodide, dextrose 
and other substances, 298 

Phenol, treatment of septic infections of derma 
and hypoderm by intradermal and sub- 
cutaneous injections of, 1088 

Phenolax, eruption caused by, 329 

Phenolphthalein eruption, 680, 899 

eruption of mouth, 1104 

Phillips, H. T.: Lupus miliaris disseminatus? 

903 


culture of pathogenic 
cure by autovaccine 


Melanotic sarcoma, 668 
Pigmentation, blood pathology of yellowing 
dermatoses, *954 
complete loss of pigment in skin of Negro, 
case of complete leukoderma, *1069 
erythema multiforme bullosum with pig- 
mentation and vitiligo, 673 
mediofacial pigmentary dermatosis, 651 
unusual coloration of skin and mucous 
membrane in Aryans, *247 
yellow discoloration of skin of patients with 
nephritis, 653 
Pillsbury, D. Pad Circumscribed myxedema of 
skin, 
Pireto * a See Fever, therapeutic; 
Malaria, therapeutic; Protein fever 
Pituitary body, adiposogenital syndrome with 
congenital syphilis, 651 
Pityriasis folliculorum (demodex), 458 
lichenoides, 898 
lichenoides chronica, 328, 1103 
lichenoides et varioliformis, 476, 886 
lichenoides et varioliformis acuta 
mann); report of case, *7 
rosea (?), 141, 161 
rosea (?) and syphilis, 160 
rosea, case for diagnosis (eruption caused by 
phenolax; recurrent macular annular 
syphilid? pityriasis rosea?), 329 


(Haber- 
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Pityriasis—Continued 
rosea, lichen planus following a diagnosis of 
pityriasis rosea, 329 
rosea, second attack, 898 
rubra pilaris, 470, 892 
simplex capitis, 647 
Poikiloderma en plaque, 872 
Polyneuritis: See Neuritis, multiple 
Pomades, association of reducing compounds 
and mercurials in pomades, 300 
Porokeratosis, 1124 
mibelli, case of, 1091 
Porter, H. W.: Lichen planus atrophicus et 


sclerosis, 523 

Portwine stains, origin of portwine stains on 
nape, 128 

Pregnancy, proliferative gingivitis of report of 
cases, *580 

Price, G. F.: Tularemia, 469 

se hydrochloride dermatitis in dentists, 


Procutin, experiments with so-called anticutin 
and procutin in serum of patients with 
sarcoid, 879 

Protein, congenital protein hypersensitiveness in 
2 generations, 456 

fever, bacterial protein fever in treatment of 
syphilis in rabbit, *546 
Prurigo nodularis, 518, 1108 
nonprotein nitrogen content of skin in 
pruriginous dermatoses and psoriasis, 652 
provoked by light, 302 
Pruritus vulvae as a result of pernicious anemia, 
vulvae et ani treated by radiation of 
sympathetic ganglia, 305 

Pseudo-achroma parasitaria, 339 

Pseudopelade of Brocq, 332 

Psoriasis, 330, 331, 479 

acute, 331 

and lichen planus, 1105 

and lichen planus in same patient, 709 

blood in psoriasis, with reference to calcium, 
phosphorus and potassium, *204 

buccal; Bazin’s disease or erythema nodosum, 
1114 

familial, 145 

generalized, with arthritis, 1119 

guttata, 902 

in Negro, 464, 692 

lupus erythematosus, 
ray dermatitis, 505 

nonprotein nitrogen content of skin in prurig- 
inous dermatoses and psoriasis, 652 

of palms, 906 

pustular, 342, 1111, 1138 

report on “a new form of therapy for,” *864 

resembling lupus erythematosus: trichostasis 
spinulosa, 1135 

réle of heredity in, 119 

treatment with crude coal tar and ultraviolet 
light, *446 

unilateralis, 1108 

viosterol in, 1086 

Psorospermosis follicularis vegetans, 1117 

Purpura, anaphylactic rheumatoid purpura pro- 
voked by muscular effort, 656 

recurrent, chronic, 702 

a A.: Parapsoriasis with palmar lesions, 
ds0 

Pyodermia, 
mia; report of 20 cases, 

gangrenosum, 1086 
ulcerative, of syphilitic aspect, 303 

Pyogenic infections, bacteriophage therapy in 

localized pyogenic infections, 311 


psoriasis and roentgen- 


bacteriophage therapy for pyoder- 
*218 


Radiodermatitis: See under Roentgen Rays 

Radium, influence of ultraviolet ray, x-rays, 
radium and other metals on the Wasser- 
mann reaction, 306 

Radnai, E.: Ultraviolet irradiation and auto- 
hemotherapy in late syphilis, *228 

Rajka, E.: Ultraviolet irradiation and auto- 
hemotherapy in late syphilis, *228 

Rattner, H.: Fox-Fordyce disease, 698 

Raynaud’s disease and staphylococcic acroder- 
matitis, 871 


von Recklinghausen’s Disease, 336, 685 
endocrine anomalies in, 130 
hemorrhage into and infection of large tumors 
(pachydermatoceles) in Recklinghausen’s 
disease, 1085 
Rectum, syphiloma and esthiomene with posi- 
tive Frei test, 874 
Research ; sensitizations, regional, seasonal, die- 
tary and other influences accounting for 
variations and fluctuations, *537 
Reticulo-endothelial system, animal experiments 
concerning dependence of effect of ars- 
phenamine on condition of reticulo-endothe- 
lial system, 460 
Reuter, M. J.: Histopathology of skin in 
myxedema, *55 
Rhinophyma, 899 
Rhinoscleroma, 696 
Rhus, artificial sensitization of infants to poison 
ivy, 297 
toxicodendron dermatitis, autohemic treatment 
of, *725 
Ringworm, chemotherapy of ringworm infection ; 
preliminary report, *1033 
microscopic demonstration, results of 733 ex- 
aminations, *108 
of feet, 119 
symptomatic and asymptomatic ringworm of 
feet: report based on 1,073 consecutive 
cases in dispensary, covering period of 1 
year, *430 
Wood's glass in diagnosis of, 457 
Ritchie, E. B.: Xanthelasma (unusual distri- 
bution), 325 
Robinson, L. B.: Dermatitis exfoliativa, 498 
Roentgen Ray carcinoma and sarcoma, 647 
comparison of roentgen ray with other forms 
of radiant therapy in treating skin dis- 
eases, 120 
dermatitis, 322, 505, 681 
dermatitis of abdomen, 155 
“a of roentgen rays on healing of wounds, 
vv 
erythema induratum, papulonecrotic tubercu- 
vs tuberculous elbow and radiodermatitis, 
79 
influence of ultraviolet ray, x-rays, radium 
oa other metals on Wassermann reaction, 


localized hypertrophy of hairs after epilation 
of scalp with x-rays, 

microsporid following roentgen-ray epilation 
of scalp, 684 

sequelae, 480 

simplification of grenz ray therapy by means 
of a new half value meter, 129 

skin reactions produced by alternations of 
heat and x-ray at various time intervals, 
119 

telangiectasia caused by grenz rays, 926 

Roentgenotherapy, indirect application of roent- 

gen rays, alopecia areata, 650 

— ray therapy of skin diseases, 
65 

of superficial fungus infections with long 
wavelength roentgen rays (grenz rays), *409 

sun rays combined with roentgen rays in tu- 
berculosis of lymph nodes, 135 

treatment of superficial fungus infections with 
long wavelength roentgen rays (grenz rays), 
409 


Rosacea-like tuberculid of Lewandowsky, 923 
miliary lupus resembling rosacea, 338 
Rosen, I.: Bowen’s precancerous dermatoses, 
1112 
Carcinoma, 909 
Endocrine defect due to syphilis, 1111 
Lupus vulgaris and syphilis, 1113 
Recurrent papular syphilid appearing during 
treatment, 499 
Rosenthal, T.: Syphilitic parotitis, *236 
Roseola, atrophic and congenital roseola with 
histiocytic infiltration, 302 
Rostenberg, A.: Kaposi’s sarcoma, 669 
Rule, °. M.: Protein fever in rabbit syphilis, 
546 
Rulison, R. H.: 
Maculae atrophicae, 
et atrophicus, 474 
Macular eruption, 472 
Probable avian tuberculosis of skin, 704 
Report on case previously shown, 1137 


Lymphangitis, 475 
lichen planus sclerosus 








INDEX TO VOLUME 24 


Russia, dermatology in Soviet Russia, *853 
Rusten, E.: Chronic erythroderma, 1123 
Livedo racemosa, 1121 
Lupus vulgaris, 1122 


Salomon G.: Eczema due to fungi; report of a 
case in an 18 months old baby, *554 
Salt solution, changes in skin in thyrotoxicosis, 
with study of absorption time of intra- 
dermally injected salt solution in thyro- 
toxicosis, 868 
Sarcoid, 663, 907, 924 
Boeck, 154, 167 
Boeck, and lupus pernio, 1090 
Boeck, tubercle bacilli in, 459 
Darier-Roussy, 155 
experiments with so-called anticutin and pro- 
cutin in serum of patients with, 879 
large nodular type of sarcoid of Boeck or 
nodular tuberculosis of hypoderm (Wende), 


153 
lupoid “en placard’; rare form of Boeck’s 
disease provoked by traumatism and simu- 
lating leprosy, 300 
multiple benign sarcoid (Darier-Roussy type), 
report of case, *1064 
of head, 924 
Sarcoma and tertiary syphilis, 156 
influence of aqueous extract of suprarenal 
cortex on growth of carcinoma, sarcoma, 
and melanoma in animals, 1083 
Kaposi’s, 482, 669 
Kaposi’s, histogenetic and pathogenetic inter- 
pretation of Kaposi’s sarcoma, 301 
Kaposi’s idiopathic multiple sarcoma, of 20 
years’ duration, 648 
melanotic sarcoma? 668 
multiple, 904 
neurogenic, 1083 
of leg, 1133 
roentgen, 647 
Saunders, H: Nevus (?), 1100 
Saunders, W. G.: Pityriasis rosea (?) and 
syphilis, 160 
Savatard, L.: Early epithelioma, *835 
Scabies, experimental researches on, 651 
recurrent secondary syphilid; syphilitic ne- 
phritis; scabies, 914 
Scalp. localized hypertrophy of hairs after epi- 
lation of scalp with x-rays, 127 
microsporid following roentgen ray epilation 
of scalp, 684 
Scarlet fever antitoxin, efficiency of, 452 
results of experimental research, 644 
scarlatiniform exanthem and serotherapy in 
course of diphtheria, 458 
Scars: See Cicatrix 
Schamberg, J. F.: 
Chemotherapy of ringworm 
liminary report, *1033 
Thallium poisoning, 1099 
Schamberg’s disease associated with hemo- 
chromatosis, *380 
one, M.: Black hairy tongue (lingua nigra), 
501 


Case of morphea, 888 


infection; pre- 


Case for diagnosis, 680 
Dermatitis artefacta, 313 
Erythema multiforme, 682 
Gumma of median nerve, 1107 
Idiopathic macular atrophy, 144 
Lupus erythematosus, 686 
Molluscum contagiosum, 488 
Pityriasis rosea, 141 
Schiller, A. E.: Adenoma sebaceum, 160 
Schizosaccharomycosis ; present status of identi- 
fication of Schizosaccharomyces hominis and 
its results, *557 
oe. N.: Erosio interdigitalis in Negress, 
1 


—— F. R.: Leukemia cutis; report of case, 
*58 
(simplified 


Miiller conglobation reaction II 
technic), 703 
Schoch, A. G.: 
neuil, *591 
Schoff, C. E.: 
Schwartz, H.: 
1135 
Schweninger-Buzzi’s disease (?), 916 
Sclerae, pigmentation of sclerae, eyelids and 
temples (melanin), 921 


Syphilitic bursopathy of Ver- 


Congenital keratoses, 659 
Fixed arsphenamine eruption, 





Scleroderma, 158, 162, 903, 1126 
pathology and pathogenesis, 118 
treatment by parathyroidectomy, 881 
Scrotum, cystic lymphangio-endothelioma of, 306 
gumma of penis and scrotum, 163 
keratotic cavernous nevi of, 125 
Sebaceous glands: their histopathology and réle 
in diseases of skin, *353 
Seborrhea and acidosis 457 
Secretions, internal, glands of: 
glands 
Senear, F. E.: Case for diagnosis, 692 
Dermatitis herpetiformis, 701 
Lupus erythematosus, 323 
Senear-Usher syndrome; a dermatosis combining 
features of lupus erythematosus and pem- 
phigus, *84 
Serums, loss of viricidal property in serums 
a patients with herpes and encephalitis, 


See Endocrine 


Shaffer, L. W.: Subungual exostoses, *371 
Sharlit, H.: Hodgkin’s disease ; surface lympho- 
granulomatosis confined to oral and penile 
mucosa; report of case, *288 
Shaw, H. C.: Case for diagnosis, 321, 507 
Erythema multiforme perstans, 688 
Hodgkin’s disease, 506 
Lichen planus, 139 
Lupus erythematosus’ with 
changes, 138 
Sporotrichosis, tularemia, 689 
Syphilis, 140 
Syphilis resembling lichen planus, 507 
Shoe leather, dermatitis venenata due to, report 
of 2 cases, *597 
Silver, H.: Macular atrophy of skin, *614 
Singer, P. L.: Leukonychia; its normal occur- 
rence and causation, *112 
—— r? Lupus erythematosus and epithelioma ? 


carcinomatous 


Skin affections in cement carriers, 1093 

changes in thyrotoxicosis, with brief study of 
absorption time of intradermally injected 
= solution in patients with thyrotoxicosis, 

circumscribed myxedema of, *255 

clinical, experimental and chemical studies on 
influence of diet on inflammatory changes 
in healthy and diseased skin, 126 

— new method for exact determination of, 
Jo 


cutis rhomboidalis nuchae mit kolloider de- 
generation (Jadassohn), 654 

diseases, 4-amino-2 auro-thiophenol carbonic 
acid in, 1092 

diseases in Dagestan, 131 

diseases, infraroentgen ray therapy of, 657 

diseases; yellowing, pathology of; nonxan- 
thomatous (jaundice, carotinemia, blood 
pigmentation, melanin, colloid degeneration 
and elastic degeneration), *954 

fat, quantitative and qualitative determina- 
tions, 460 

histopathology of skin in myxedema, *55 

hydrogen ion concentration of surface of skin 
in various dermatoses, 307 

macular atrophy of, *614 

mineral content of skin under normal and 
pathologic conditions; variations in potas- 
sium, calcium, chloride and water content 
of skin of rabbits and guinea-pigs under 
proportionate nourishment and in starvation 
and thirst, 129 

penetration of light through, 310 

reactions produced by alternations of heat and 
x-ray at various time intervals, 119 

sensitiveness of; sensitization to dinitrochlor- 
benzol through occupation, 1091 

sugar content of skin and muscle in diabetic 
and non-diabetic persons, 455 

unusual coloration of skin and mucous mem- 
brane in Aryans, *247 

Smith, C. M.: Dermatology in a changing world, 

*177 


Smith, D. C.: Jugular compression; an adjunct 
in treatment of syphilis of central nervous 
system, *727 

Soaps, germicidal and therapeutic applications 
of, 869 
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Societies, local, directory of, 175, 351, 531, 729, 
931, 1144 


national, directory of, 174, 350, 530, 719, 930, 
1143 
Second International 


Light, 
meeting of, 116 
sectional, directory of, 174, 350, 530, 719, 930, 
1143 
ore, Gone of, 174, 350, 530, 719, 930, 
114 


Congress for 


Society TRANSACTIONS: 
Brooklyn Dermatologic Society, 463, 690, 911, 
1124 


Chicago Dermatological Society, 321, 508, 692 

Cleveland Dermatological Society, 162, 339, 
712, 914, 1137 

Detroit Dermatological Society, 15 

— Dermatologic Society, 313, 499, 681, 
907, 

ssninteein 882, 
1115 

New York Academy of Medicine, Section of 
Dermatology and Syphilology, 140, 484, 
669, 889, 1100 

New York Dermatological Society, 703, 919, 


Dermatologic Society, 328, 


1127 
Philadelphia Dermatological Society, 884, 1097 


ee Dermatological Society, 151, 335, 
65, 900 
St. Louis Dermatological Society, 139, 318, 


506, 688 
San Francisco Dermatological Society, 659 
Sodium chloride, 876 
chloride content in blood of syphilitic patients 
and its connection with Wassermann reac- 
tion, 1094 
salicylate, eruption due to sodium salicylate ; 
biologic tests showing its toxic nature, 873 
Sollmann, T.: Presence of uneven quantities of 
bismuth in oily bulk suspension of bismuth 
salts, *739 
Spiegel, L.: Secondary syphilis, 491, 680 
Trichotillomania, 144 
Spirochaeta Pallida, granular form of, 878 
in regional lymphatic nodes in syphilitic mice, 
461 


metastatic lesions due to intravenous injec- 
tions of, 309 
Spirochete, constituents of spirochete; proteins 
in spirochetes, 309 
early demonstration in scrotal lesions of rab- 
bits inoculated with material from popliteal 
glands of rabbits with latent syphilis, 878 
presence of spirochetes in fluid in early 
syphilis, 126 
Spleen, rupture of spleen in malarial therapy in 
syphilis, 118 
Splenic extract in arsphenamine dermatitis, 872 
Spondylitis, syphilitic, 2 cases of, 1087 
Sporotrichosis, 689 
Spring, D.: Heterothallism among dermato- 
phytes; inquiry into 3 of commoner species, 
*22 


Sprue: See Thrush 
Staphylococcus acrodermatitis and Raynaud’s 
disease, 871 
aureus, further experiences with non-specific 
local cutaneous immunity to staphylococcus 
aureus; local non-specific protection, 119 
infection secondary to dermatitis venenata 
(Mercirex ointment), 497 
infections, vitamin feeding in staphylococcic 
infections of skin, 128 
primary staphylococcus infections of nose, lips 
and face, 1084 
Steinberg, E. I.: Basal cell epithelioma, 917 
Stibbens, F. H.: Multiple benign sarcoid (Darier- 
Roussy type), report of case, *1064 
Stillians, A. W.: Dyskeratosis (Bowen), 326 
Pernio, 327 
Report on “a new form of therapy for pso- 
riasis,” *864 
Stokes, J. H.: Circumscribed myxedema of skin, 
#25 


95 
Hypertrophic lichen planus with associated 
ordinary lichen planus, 1098 
Stomach, syphilis, 117 
Stomatitis, bismuth, 914 
gonococcal, 458 
— eczema of exposed areas due to, 


Strickler, A.: Symptomatic and asymptomatic 
ringworm of feet; report based on a study 
of 1073 consecutive cases in dispensary, 
covering period of 1 year, *430 

Strophulus, 1119 

sane G. V.: Erosio interdigitalis in Negress, 

9 


Sugar content of skin and muscle in diabetic 
and non-diabetic persons, 455 

Sulzberger, M. B.: Sensitizations; regional, 
seasonal, dietary and other influences ac- 
counting for variations and fluctuations, 


537 
Tuberculid of face, 1107 
Suprarenal extract, influence of aqueous extract 
of suprarenal cortex on growth of carcinoma, 
sarcoma, and melanom® in animals, 1083 
unusual skin reaction to °;inephrine, 870 
Sweat, reaction of, 459 
Sweitzer, S. E.: Carcinoma of penis, 1119 
Hypertrophic scars at sites of healed ulcerated 
nodules of syphilis, 1119 
Nevus telangiectaticus, 1118 
Psoriasis (generalized) with arthritis, 1119 
Scar depigmentation in Negro following super- 
ficial ulcerating lesions of syphilis, 1120 
Tuberculide en plaque, *842 
Ulcerating nodular syphilid, 1118 
Ulcerating nodular syphilids of leg and arms, 


1118 
Urticaria pigmentosa, 1122 
Syphilid, annular, 911 
nodular ulcerating, 1121 
papular, resembling lichen planus, 328 
recurrent papular syphilid appearing during 
treatment, 499 
recurrent secondary ; 
scabies, 914 
ulcerating nodular, 1118 
ulcerating nodular syphilids of leg and arms, 
8 


syphilitic nephritis; 


Syphilis, 140, 478, 883, 909 

abortive cure in, 1090 

and lupus vulgaris, 1113 

and pityriasis rosea (?), 160 

and ulerythema ophryogenes, 161 

anemia in, 898 

annular lesions in acquired and congenital 
syphilis, 457 

annular papular syphilis 
simultaneously in a father and 3 
children), 326 

arsphenamine-resistant, 869 

bacterial protein fever in treatment of syphilis 
in rabbit, *546 

bismuth compounds in, curative value, 297 

blood coagulum Wassermann and Kahn reac- 
tion, 1095 

blood transfusion as cause of, 297, 714 

bone; correlation of clinical picture with 
osseous lesions of congenital syphilis as 
shown by x-rays, 117, 453, 644 

bone lesion produced by trauma, 1089 

cardiac disease due to, certain aspects of, 644 

congenital, adiposogenital syndrome with, 651 

congenital, luetin reaction in, 308 

congenital, relationship of serology of blood 
to that of spinal fluid in, *733 

congenital syphilitic disease of thyroid, 1095 

dermoluetin reaction; experience with Kolmer 
organic extract, *937 

early demonstration of spirochetes in scrotal 
lesions of rabbits inoculated with material 
from popliteal glands of rabbits with latent 
syphilis, 87% 

early maximal treatment of primary and sec- 
ondary syphilis, 459 

early or late, 894 

endocrine defect due to, 1111 

epithelioma in a syphilitic tongue, 463 

experimental, and yaws in rabbits inoculated 
through subarachnoid space, 462 

experimental; changes in lymphatic system in 
experimental syphilis of rabbit (involve- 
ment of regional lymphatic nodes in tes- 
ticular syphilis), 461 

experimental, factors 
lesion in, 653 

experimental, in rabbits, 129 

experimental investigation on superinfection 
in rabbit, 1096 


(occurring almost 
young 


influencing primary 
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Syphilis—Continued 

experimental research concerning syphilitic 
lymph gland infection of apes, 879 

experimental research on immunity in; various 
factors that influence reinoculation of syphi- 
lis in rabbits, 1095 

fever due to, 128 

gastric, 117 

gold therapy in syphilis, 125 

Gougerot and Ragu’s report on relation of 
cholesterol of blood to Wassermann-fast- 
ness, 123 

“hemato-encephalic barrier’ in syphilis, 369 

hypertrophic scars at sites of healed ulcerated 
nodules of, 1119 

immunity in experimental syphilis; superin- 
fection with various dilutions of virus 
emulsion (measurement of grade of im- 
munity by quantitative method), 461 

in Dagestan, 131 

influence of ultraviolet ray, x-rays, radium 
and other metals on Wassermann reaction, 


6 
jugular compression, an adjunct in treatment 
of syphilis of central nervous system, *727 
juxta-articular nodes due to, 296 
late secondary, 484 
lichenoid papular secondary, 905 
luetin reaction in congenital syphilis, 308 
malarial therapy in, rupture of spleen in, 
118 


Meinicke clearing reaction in, 459 

Meinicke clearing reaction in comparison 
with active complement-fixation of Bruck 
and original Wassermann reaction, 878 

Meinicke reaction, comparison of Wasser- 
mann and Meinicke clouding reactions, 460 

more sensitive antigen for use in Wassermann 
reaction, 455 

mottled chin due to syphilis, 318 

Miiller conglobation reaction Il 
technic), 703 

neurosyphilis; jugular compression, an ad- 
junct in treatment of syphilis of central 
nervous system, *727 

neurosyphilis; prognostic import of a nega- 
tive spinal fluid in early and in latent, 
*404 

nonsyphilitic condition of genitalia resem- 
bling secondary syphilitic papules, 878 

onychia in, 

oxyacetylaminophenylarsenate salt of diethyl- 
amine in hospital and ambulatory practice, 
130 

parotitis as symptom of, *236 

pathologico-anatomic changes in muscles, ves- 
sels and valves of hearts of rabbits in 
experimental syphilis, 131 

primary syphilis in presence of congenital 
hemolytic icterus, 335 

pseudosyphilis of external genitalia in fe- 
male infants, 657 

pulmonary, 454 

recurrence following treatment with neoars- 
phenamine, 872 

resembling lichen planus, 507 

scar depigmentation in Negro following su- 
perficial ulcerating lesions of, 0 

secondary, 491, 521, 680, 896 

serodiagnosis, clinical value of combined 
Kahn and Wassermann tests in tropics with 
special reference to yaws and syphilis, 310 

serodiagnosis, combined Kahn and Wasser- 
mann tests in tropics with special reference 
to yaws and syphilis, value of, 310 

serodiagnosis, comparison of Wassermann and 
Meinicke clouding reactions, 460 

serodiagnosis; influence of amount of blood 
cholesterol on serologic reactions for syph- 
ilis (Wassermann, Hecht, Desmoulieres), 
123 

serodiagnosis, Wassermann reaction; cause of 
greater sensitivity of ice-box Wassermann ; 
a phenomenon in complement-fixation, 


(simplified 


serodiagnosis ; Wasgermann reaction compared 
with Vernes reaction, 1090 

serologic tests for syphilis, with special ref- 
cme to treatment; comparative study, 

serologically negative primary syphilis treated 
exclusively by bismuth, 2 cases, 303 


Syphilis—Continued 

serology; cause of greater sensitivity of ice- 
box Wassermann ; zone phenomenon in com- 
plement-fixation, 455 

Serology ; influence of amount of blood choles- 
— on serologic reactions for syphilis, 

serology; more sensitive antigen for use in 
Wassermann reaction, 455 

sodium chloride content in blood of syphilitic 
patients and its connection with Wasser- 
mann reaction, 1094 

specificity in therapy; action of antisyphilitic 
medicaments, 656 

spirochaeta pallida in _ regional 
nodes in syphilitic mice, 461 

spirochetes in fluid in early syphilis, 126 

symbiotic infection in syphilitic juxta- 
articular nodules, 1091 

a” ~ nes or “silent” syphilitic infection, 


lymphatic 


9 

syphilitic bursopathy of Verneuil, *591 

tertiary, 335, 481 

tertiary and lymphatic leukemia, 1114 

tertiary, and sarcoma, 15 

tertiary; Duhring’s disease in a child whose 
mother had tertiary syphiils, 304 

treatment of, 880 

treatment; general rules in; doctrine of in- 
definite periodical surveillance and neces- 
sity of “consolidation” treatment during 
many years, 125 

treatment in tuberculous patients, 296 

treatment of cardiovascular syphilis with 
reference to aortic regurgitation with con- 
gestive heart failure, 296 

tryparsamide therapy; follow-up report on 
patients with nmeurosyphilis treated with 
tryparsamide, *18 

ulcerative pyodermas of syphilitic aspect, 303 

ultraviolet irradiation and autohemotherapy 
in late syphilis, *228 

urticaria pigmentosa and hairy tongue, 898 

“oo resembling acne varioliformis, 


Syphiloderm, small papular, 471 
Syphilology, index to current literature, 
348, 534, 724, 937, 1148 
Syphiloma, anorectal syphiloma and esthiomene 
with positive Frei test, 4 cases, 874 
anorectal stricture with positive Frei’s reac- 
tion, 304 
fibroid, 334 
Syringocystadenoma, 918 
Syringoma, case of, 1097 


172, 


Tabes dorsalis; Charcot joint, 680 
following injury, 675 
inoculations of malaria for, 135 
taboparesis treated with hyperpyrexia in- 
duced by hot baths, 457 
Telangiectasia, 662 
acquired stellate telangiectases (developing 
during pregnancy) limited to upper part 
of right arm in area of distribution of 
cervical plexus, 305 
caused by grenz rays, 926 
or lupus erythematosus, 476 
— of upper and lower extremities, 
3 


Temples, pigmentation of sclerae, eyelids and 
temples (melanin?), 921 
Templeton, H. J.: Case for diagnosis, 659, 661 
Granuloma of oral mucosae, 664 
Ulcer of palate, 661 
a -* diabeticorum; report of a case, 


4 
Thallium acetate, alopecia areata following thal- 
lium acetate treatment for tinea capitis, 


acetate poisoning following prolonged use of 
a depilatory cream, 

acetate poisoning following use of Koremlu, 
647 


acetate poisoning, pathology of, 876 

poisoning, 1099 

poisoning produced by a depilatory cream 
wens and multiple peripheral neuritis), 


polyneuritis due to, 870 
Thorium X in xanthelasma, case reports, 879 
Thornley, J. P.: Mycosis fungoides, 151 
Urticaria pigmentosa (?), 671 
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Thrombo-angiitis obliterans (Buerger), 645 
obliterans (Buerger); effect of thyroid ad- 
ministration on blood volume, 869 
Throne, B.: Alopecia areata, 705 
Arsenical pigmentation, 479 
Erythema annulare ne. 891, 1133 
Parapsoriasis (?), 1128 
Thyroid, syphilitic disease of, congenital, 1095 
thrombo-angiitis obliterans (Buerger); effect 
of thyroid administration on blood volume, 


869 
Thyrotoxicosis, skin changes in thyrotoxicosis, 
study of absorption time of intra- 
dermally injected salt solution, 868 
Tinea amiantacea, 925 
capitis, alopecia areata following thallium 
acetate treatment for tinea capitis, 314 
pathogenesis of tinea of hands and feet, 307 
Tolmach, J. A.: Angiokeratoma; comprehen- 
sive study of literature and report of case, 


Foliieulitis decalvans and lichen spinulosus ; 
report of a case, 101 
Tongue, black, 122, 710 
black hairy, 122, 501 
carcinoma of, 710 
epithelioma in syphilitic tongue, 463 
hairy, syphilis and urticaria pigmentosa, 898 
hematolymphangioma of, 87 
lingua geographica, 331 
Torrey, F.: Telangiectasia, 662 
Traub, E. F.: Angiokeratoma; comprehensive 
study of literature and report of case, *39 
Cases of lupus erythematosus and lupus vul- 
garis treated by intracutaneous injections 
of gold compound, 484 
Dermatitis exfoliativa, 149 
Fibroma, 474 
Folliculitis decalvans and lichen spinulosus ; 
report of case, *101 
Modification of therapy with gold compounds 
in lupus erythematosus; preliminary com- 
munication, *110 
Pemphigus, 483, 890 
Pityriasis lichenoides et varioliformis, 476 
Pityriasis rubra pilaris, 892 
Sarcoma (Kaposi), 482 
Secondary syphilis, 89¢ 
Tertiary syphilis, 481 
Trauma, trichophytids which appear on sites 
exposed to trauma, 130 
Trichomycosis axillaris rubra, 1086 
Trichophytids which appear on sites exposed to 
trauma, 13¢ 
Trichophytin, use of trichophytin as a diag- 
nostic and therapeutic agent in mycotic 
infections of skin, 456 
Trichophytosis barbae (nodular type), 166 
case of erythema multiforme apparently of 
trichophytic origin, 1087 
of body, 670 
therapy for deep trichophytosis, 130 
Trichotillomania, 144 
etiology of, 129 
Tryparsamide therapy, 929 
therapy ; follow-up report on 76 patients with 
neurosyphilis treated with tryparsamide, 


Tubercle Bacilli, direct observation of tubercle 
bacilli in lupus pernio and in sarcoid of 
Boeck, 459 

in children with erythema nodosum; demon- 
stration by gastric lavage, 452 

Tuberculids: See under Tuberculosis 

Tuberculin reaction, clinical interpretation of 
intradermal tuberculin reaction, 649 

reaction, diagnostic value of repeated tuber- 
culin reaction, 300 

Tuberculosis, 472, 510, 1102 

actinotherapy at tuberculosis dispensary, 656 

adenitis previously diagnosed as Hodgkin’s 
disease, 1099 

angiokeratoma (Mibelli) associated with nod- 
ular and papulonecrotic tuberculids, 871 

association of cutaneous tuberculosis with 
that of other organs, 302 

avian, of skin, 704 

erythema induratum, papulonecrotic tuber- 
culid, tuberculous elbow and radioderma- 
titis, 679 

from direct inoculation with autopsy knife; 
report of a case, *98 


Tuberculosis—Continued 
large nodular type of sarcoid of Boeck or 
_ tuberculosis of hypoderm (Wende), 


luposa, 338 

of hypoderm simulating Madura foot, 124 

papulonecrotic tuberculid with tuberculous 
cervical adenopathy, 336 

papulosquamous tuberculids cured by gold 
therapy, 304 

rosacea-like tuberculid of Lewandowsky, 923 

Similarity of pseudotuberculosis and tula- 
remia, 655 

skin, 1115 

sun rays combined with roentgen rays in 
tuberculosis of lymph nodes, 

a of syphilis in tuberculous patients, 


tuberculid, 681 
tuberculide en plaque, *842 
tuberculid of face, 1107 
ulceroserpiginosa, 1136 
Tularemia, 167, 469, 666 (?), 689, 900 
similarity of pseudotuberculosis and tularemia, 
655 
ulceroglandular type, 319, 495 
Tulipan, L.: Keratosis palmaris et plantaris, 
140 


Gencer; Epitheli- 
oma; Sarcoma; etc. 


occupational neoplastic disease, 1083 
Turnacliff, D. D.: Alopecia areata in twins, 1122 
Turpentine, occupational dermatoses due to, *401 
Twins, alopecia areata in, 1122 


Ulcer, indolent, of leg, 132 
leg and insulin, 650 
molle, diagnosis of, 131 
palate, 661 
trophic, 1108 
Ulerythema ophryogenes and syphilis, 161 
Ultraviolet Rays and autohemotherapy in late 
syphilis, *228 
excessive ultraviolet irradiation; effect on nu- 
trition and endocrine glands of rats, 452 
influence of ultraviolet ray, x-rays, radium 
and other metals on the Wassermann reac- 
tion, 306 
malignant neoplasms caused by ultraviolet 
irradiation, 880 
serum therapy or intensive ultraviolet irradia- 
tion for erysipeloid, 460 
treatment of psoriasis with crude coal tar and 
ultraviolet light, *446 
Urticaria due to cold, 306 
due to grass pollen, 298 
papulosa; clinical, serologic and chemical in- 
vestigation, 644 
pigmentosa (?), 671, 1122 
pigmentosa acquisita, 1137 
pigmentosa, syphilis and hairy tongue, 898 
pigmentosa with macular atrophy, 1101 
with pigmentation, 921 
Uveitis associated with alopecia, poliosis, vitiligo 
and deafness, 1084 


Tumor: See also Angioma; 


Vagina, intradermal reactions to vaginal scrap- 
ings, 875 
Valade, C. K.: Dermatitis medicamentosa [neo- 
arsphenamine], 159 
Lichen planus, 160 
Varicella: See Chickenpox 
Varicose Veins, diluted glycerin as an agent 
in occlusion of varicose veins, 124 
experimental and clinical experiences with ob- 
literation of, 460 
incidence of embolism in treatment of varicose 
veins with sclerosing solutions; report of 
fatality, 870 
Varus nodulosus of Brooke, case of, 128 
Verruca: See Warts 
Viosterol: See Ergosterol 
Vitamin Bs and pellagra, 1087 
Vitiligo and arsphenamine. dermatitis, 677 
and erythema multiforme bullosum with pig- 
mentation, 673 
complete loss of pigment in skin of a Negro; 
case of complete leukoderma, *1069 
postarsphenamine dermatitis, 493 
uveitis associated with alopecia, 
vitiligo and deafness, 1084 


poliosis, 
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Vulva, idiophagedena of vulva; geometric 
phagedena of Brocq and Simon, 


Vulvovaginitis, monilia vulvovaginitis, 309 


Waddell, J. A.: Jugular compression; an ad- 
junct in treatment of syphilis of central 
nervous system, *727 

Walihauser, H.: Paraffinoma, 1109 

Walzer, A.: Chondrodermatitis nodularis chron- 
ica helicis, 471 

Chronic atrophic lichenoid dermatitis (Csil- 
lag), 468 

Cutaneous calcinosis, 470 

Darier’s disease, 690 

Dermatitis gangrenosa, 691 

Eruption following injections of gold com- 
pounds, 150 

Erythema multiforme, 912 

Lichen planus, 1125 

Mycosis fungoides, 913 

Parapsoriasis varicelliformis, 146 

Pityriasis rubra pilaris, 470 

Psoriasis in a Negro, 464 

Scleroderma, 1126 

Warts, treatment of warts, 655 

Wassermann Reaction: See under Syphilis 

Way, 8. C.: Favus, 664 

Lupus vulgaris 663 

Melanoma of pénis, 663 

Sebaceous pA ne my their histopathology and 
réle in diseases of skin, *353 

Wayson, J. T.: Keratoderma blennorrhagicum, 
*291 

Weber, L. F.: Parapsoriasis with palmar lesions, 
325 

Weidman, F. D.: Case of sensitiveness to mer- 
cury, 884 

Pathology of yellowing dermatoses; nonxan- 
thomatous (jaundice, carotinemia, blood pig- 
mentation, melanin, colloid degeneration and 
elastic degeneration), *954 

Weil-Kafka hemolysin reaction 
meningeal permeability, 125 

Weiss, R. S.: Case for diagnosis, 320 

Lupus erythematosus disseminatus, 

Wertheimer, H. G.: Dermatophytosis? 
cal dermatitis, 900 

Mycosis fungoides, 905 

Parapsoriasis en plaque, 155 

Wethall, A. G.: Malignant melanoma, 1117 

White, C.: Lupus vulgaris (treated by Gerson 
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